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ABSTRACT OF THE THESIS
Education About Chronic Mental Illness and Coping in These Families
by
Judith Marie Watiti
Master of Arts, Graduate Program in Experimental Psychology
Loma Linda University, March 2004
Dr. David Chavez, Chairperson
Coping styles of family members and familial relationships of patients with
Schizophrenia/Schizoaffective, Dissociative, and/or Bipolar Disorder maybe influenced
by psychoeducation interventions. Specifically, Psychoeducation (i.e. comprehensive &
standardized protocol) can lower family member/primary caregiver expressed emotions
(i.e. criticism, emotional over-involvement, avoidance & detachment) that will strengthen
their coping styles as caregivers. A control and treatment group were comprised of a total
of 32 randomly assigned family members. During the first week. The Coping Styles
Questionnaire and The Family Questionnaire were administered to both groups as
pretests. In addition, a registration form was completed containing information such as
name, address, telephone number, gender, relationship to family member, diagnosis of
family member, and an identifier number was assigned to each participating family
member. During the second week, only the participants assigned to the treatment group
were asked to attend a three hour education seminar. This seminar included seven
presenters (i.e. religious representative, financial planner, clinic supervisor/marriage &
family therapist, exercise physiologist, neuro-psychologist, Recovery Model
Coordinator, and a family member) who conducted twenty minute presentations on
effective coping strategies for the chronically mentally ill.

vm

In addition, participants were allowed to ask each presenter questions about their
concerns in caring for their respective family member/patient. During the third week, the
previous two measures were re-administered as posttests to both the control and treatment
group members. The results did not support the hypothesis, however, the methodological
improvements that enhance the trends found in this study suggest psychoeducation may
be a viable intervention for enhancing coping styles and family relationships.

ix

Introduction
Theoretical and Psychological Parameters
Coping strategies of patients as well as their family members serve to influence
the cohesiveness, adaptability, and mastery of perceived family interactions and resources
(Monat and Lazarus, 1991). A gross lack of information, faulty expectations, failure to
implement an adequate medication model, and/or inappropriate coping skills in dealing
with most chronically mentally ill family members will inevitably lead to an alienating
and sometimes very destructive life course (Folkman & Lazarus, 1980; Hogarty et al.
1991; Penn & Mueser, 1996). Denial by patients and their families and resistance to
change are two defense mechanisms that are often presented as barriers to the therapeutic
process (Pasquali et al., 1985). Patients and their families may utilize denial to help them
cope with the shock and anxiety associated with a diagnosis of schizophrenia,
schizoaffective, dissociative disorder, or bipolar disorder. Maintaining an individual’s
security or self-esteem is often the underlying reason for the resistance to change that
health professionals frequently encounter (Pasquali et al., 1985). Therefore, the family’s
understanding of the pervasive stressful nature of the aforementioned diagnoses, with all
of the accompanying denial, anxiety, and resistance to change, is germane to enhancing
the patient’s prognosis, treatment, and recovery process.
Many times, the trauma and difficulties patients and families encounter are
exacerbated by the social stigma of the mental illness (Fung & Fry, 1999). Often a
patient’s disoriented, unpredictable, and intimidating behaviors can be socially
discommoding to his or her family members. Consequently, patients as well as their
family members must be equipped and prepared to explain the illness in simple terms.
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Caregivers’ responses to mental illness that do not incorporate stigmatizing concepts and
descriptions of relatives’ personal deficits are much more likely to dispel social
misconceptions about schizophrenia as well as schizoaffective disorders (Barrowclough,
Tarrier, & Johnston, 1996). It is important to ascertain which caregivers are susceptible to
developing problems themselves and in differentiating relatives’ various responses to
patients. The development of cognitive models of coping and emotion can be beneficial
for families who are identified as presenting these responses. Particularly, encompassing
those categorized as high expressed emotions (EE) responses (Barrowclough et al..
1996). The term “expressed emotions” refers to the quality of the emotional climate
between a relative and a family member with a serious psychiatric disorder (Van
Humbeeck, Van Audenhove, De Hert, Pieters & Storms, 2002). In addition, expressed
emotion depicts the quality of the social interaction between a patient and his/her primary
caregiver (Van Humbeeck, Van Audenhove, Pieters, De Hert, Storms et al., 2001). These
emotions are routinely expressed as critical comments, hostility, and/or emotional over
involvement.
According to Fung et al. (1999), the most important variable to successful case
management for community health nurses and other health professionals is to provide the
family ongoing psychoeducation. In a document submitted by The New South Wales
Department of Health (1993), the necessity of client and family education as an integral
part of the family rehabilitation system was strongly emphasized. Family tension is much
more likely to decrease if the appropriate venues of communication and information
sharing are intact (Brooker, 1990). Caregivers will be able to assess their own expressed
emotions and evaluate the necessity for change. Psychoeducation can provide that
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mechanism for appropriate behavior modification. Such a theoretical framework as
psychoeducation not only assists family members to provide an appropriate home
environment for the patient, but actually aids in preventing patient relapse (Hatfield,
1988).
Societal integration will only take place when whatever mediating effects of
credible psychoeducation and coping styles are observed, measured, and recorded (Mari
& Streiner, 1996). Such useful information as ascertained through effective
psychoeducation, must then be disseminated to the necessary individuals that provide a
nurturing support system to patients suffering from schizophrenia, schizoaffective,
dissociative, and bipolar disorder. Given the typical transient life-style of persons
suffering from one or more of these mental diseases, this support system must be
considered made up of any person that has a significant role in the patient’s life. Many
times, these support systems do not have the luxury of biological relatedness. In any
scenario, understanding the many facets of the disease, the probable limitations and
setbacks, and discovery of useful resources will ultimately empower the patients as well
as all those who participate in their rehabilitation team.
Schizophrenia/Schizoaffective disorder: Diagnosis. Examining the causes of
Schizophrenia/Schizoaffective Disorders has been a scientific quagmire for several
decades. The exact cause of the illness is not currently known. Therefore, historically,
the emphasis has been on treatment of the disease and its symptoms as opposed to cure.
However, due to many advances in the research of neuropsychological studies, the
empirical data suggesting genetic, anatomical, neurodevelopmental, neurochemical,
and/or environmental causes are becoming firmly established as potential causal links.
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Worldwide statistics indicate that one out of every hundred people suffer from
schizophrenia and the United States reports 2.5 million diagnosed cases with the disease
(APA, 2000; Comer, 2001). According to Alloy, Acocella & Bootzin (1996), diagnosing
schizophrenia entails incorporating a group of psychoses. Schizophrenia is characterized
as a severe deterioration of life functioning such as thought, perception, and mood
disorder, peculiar behavior, social impassivity, and isolation (Alloy et ah, 1996). The
DSM-IV (1994) documents five types of schizophrenia (see Appendix 1) that are
diagnosed. Also, the DSM-IV (1994) stipulates that two or more of the diagnostic
criterion for schizophrenia (see Appendix 2) must be present for at least one month in
order for a psychiatrist to accurately diagnose primary schizophrenia.
The Research Diagnostic Criteria (RDC) was the first to achieve widespread
acclaim among researchers for defining Schizoaffective Disorder (Spitzer, Endicott &
Robbins, 1981). It was defined as the acute co-occurrence of a full mood syndrome
(depression and/or mania) and one of a set of “core schizophrenic” symptoms, such as
bizarre delusions, first-rank symptoms, or nearly continuous hallucinations. The
diagnosis was further distinguished by whether it was “depressed versus manic and
chronic versus nonchronic subtypes”.
In several studies, relatives of patients with schizoaffective disorder, affective
subtype, and of patients with mood disorders were discovered to manifest increased rates
of mood disorders but not necessarily schizophrenia (Baron, Gruen, Asnis & Kane,
1982). There was an increased predominance of schizophrenia in relatives of patients
with schizoaffective disorder, schizophrenic subtype, and of patients with schizophrenia
(Kendler, Gruenberg & Tsuang, 1986). These studies tend to support the practice of
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considering schizoaffective disorder, schizophrenic subtype, to be closely related to
schizophrenia and schizoaffective disorder and affective subtype to be closely related to
mood disorders. In the DSM-III-R (and subsequently the DSM-IV), patients with RDC
schizoaffective disorder, affective subtype, were defined as having mood psychoses with
non-mood-congruent features. Schizoaffective disorder was defined as a modified version
of RDC schizoaffective disorder, schizophrenic subtype: co-occurrence of schizophrenic
and mood syndromes, with persistence of psychosis for 2 weeks after remission of
prominent mood symptoms. However, in the absence of criteria for schizoaffective
disorder and others resembling schizophrenia, schizophrenia was to be diagnosed if mood
syndromes were not present for a substantial part of the psychotic illness.
Despite all of the earnest efforts to properly diagnose schizoaffective disorder,
achieving a reliable clinical diagnosis has not been achieved (Levinson, Umapathy &
Musthaq, 1999). To add to the exasperating frustration of the lack of a definitive
diagnosis is the problem of schizoaffective being defined differently across studies.
Additionally, patients tend to give very imprecise information pertaining to their
purported symptoms of depression and psychosis. Reliably clinically diagnosing
dissociation has been just as challenging and is ever evolving as well.
Dissociative: Diagnosis. Pierre Janet was the first to systematically research
dissociation as a critical psychological process whereby the organism responds to
burdening experiences (van der Kolk & van der Hart 1989). These experiences reveal
that traumatic memories may be manifested as sensory perceptions, affect states, and
behavioral reenactments. His innovative approach helped to clarify the interrelationships
among such concepts as memory processes, state-dependent learning, dissociative

6
reactions, and posttraumatic psychopathology. Jacksonian theory comprises the core
features of dissociation as a constriction of consciousness, various forms of amnesia,
disaggregation of perceptual phenomena, depersonalization, derealization, and
hallucinosos (Meares 1999). In essence, this theory states that a general “uncoupling of
consciousness” takes place within a person suffering from dissociation.
Dissociative symptoms can usually be explained due to some traumatic event
occurring. However, recent findings suggest that neural networks offer a framework for
modeling dissociative mental processes and dissociative mechanisms (Bob P, 2003). The
study suggests that possible temporal lobe epileptic activity is operative in the generation
of dissociative symptoms. Often, dissociation is considered a consequence of adaptation
to a chaotic environment (Sel, 1997). A person suffering with dissociative identity
disorder probably has a system whereby its equilibrium has been disrupted and
dissipative structures may be formed to create “order out of chaos”. Sel goes on to
explain that the brain is a very complex neuronal system; therefore a mode of complex
neuronal adaptation is inevitable.
Bi-polar disorder: Diagnosis. Many patients are initially diagnosed and treated as
having major depression when in actuality they are suffering from bipolar depression.
Bowden (2001), conducted a study that stressed the importance of clinicians adequately
diagnosing the distinct symptom criterion between depression and bi-polar depression.
There is compelling evidence that the misdiagnosis or incomplete diagnosis of bipolar
disorder is extensive (Bowden et ah, 2001). Bowden contends that the only way to
correct this gross failure to properly diagnose is early diagnosis that requires attention to
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the specific features of the symptoms of depression as well as any history of mania or
hypomania.
There are several forms of bipolar disorder including Bipolar I and Bipolar II
(Angst et al. 2003). Bipolar I disorder is characterized by recurrent episodes of
depression and mania. In the case of Bipolar II, it is characterized by recurrent depression
but manifests a milder or lesser form of mania. It is imperative to correctly diagnose the
subthreshold bipolar disorders early before the risk of switching to hypomania is
increased if these patients are inadvertently treated with antidepressants.
Patients diagnosed with Bi Polar Disorder and/or Schizophrenia share a common
inherited proneness to delusions (Schurhoff et al. 2003). This finding may be used in
future quantitative phenotypes in various linkage and association research. In addition,
Tkachev et al. ( 2003), study showed similar abnormalities in expression of lipid and
myelin-related genes in schizophrenic and bipolar brain samples. The similar changes in
both groups of brain samples lend support to the notion that the disorders share the same
pathophysiological and causative pathways.
These mental illnesses often prevent people from accomplishing or maintaining
treasured adult roles such as husband or wife, parent, employee or friend (Cook, Cohler,
Pickett & Beeler, 1997). Cook et al. (1997) go on to report that most care-giving families
of mentally ill family members experience the greatest anxiety trying to determine who
will care for their family member in the future. Usually, the family members do not
include themselves in the possibility of future caregivers. Furthermore, family members
with either of these diagnoses are not typically included in the decision-making process
as to who will ultimately care for them. There is a general sense that family members
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tend to feel overwhelmed with the awesome responsibilities entailed with continual care
of their mentally ill family member and believe that their ill relative requires more
assistance than well family members are reasonably expected to provide.
Schizophrenia/Schizo-affective Disorder: Treatment
The American Psychiatric Association guidelines regarding the treatment of
schizophrenia include some of the following recommendations (American Psychiatric
Association, 1997):
■

Monitoring patients’ psychiatric states. Collaboration with family
members and the support network is essential, as people with schizophenia
often lack insight.
■ Education about schizophrenia and its treatment. The patient’s ability to
understand and retain information fluctuates. Education should be
ongoing and lead to a collaborative approach and must be extended to
family members.
■ Enhancing adherence to the treatment plan. This requires the acceptance
of psychosocial intervention, vocational goals and addressing relationship
issues. An atmosphere of tolerance in which patients feel free to discuss
treatment critically improves collaboration and reduces dropouts.
■ Increased understanding of effect of the disability, by assisting patients to
cope with their interpersonal relationships, work, and other physical health
needs (e.g. helping them determine who they can share their delusional
beliefs with). Assistance and coaching with basic problem-solving skills
is often of great benefit.
■ Identifying stressors and early warning signs that could initiate relapse.
Early warning signs are often non-specific and may just present as a
change in mood, anxiety or social withdrawal. They are often consistent
in subsequent episodes and often initially detected by family members two
to four weeks before relapse (Carr, 1997).
■ Reducing family distress and improving family functioning.
■ Facilitating access to services (mental health, general medical and
welfare). The general practitioner, treating psychiatrist and mental health
team need to work collaboratively in arranging such things as disability
income support, housing and other services for which patients or their
families are unable to advocate effectively.
Neuroleptics have been shown to produce improvement in patients with
depressive symptoms that are diagnosed with schizophrenia or schizoaffective disorder
(Dufresne, Valentino & Kass, 1993; Dufresne, Kass & Becker, 1988; Becker RE, 1983;
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Chouinard, Annable, Serrano, Albert & Charette, 1975). Meltzer & Okayli (1995) noted
that there was a marked improvement in patients with neuroleptic-resistant illnesses who
had a history of suicidal ideation. For patients with acute schizoaffective disorder or
schizophrenia with depressive symptoms, the data indicated that antipsychotic drugs are
the best available medications currently and that the use of antidepressants may
negatively impact a patient’s improvement (Becker et al. 1983; Johnson, 1981; Kurland
& Nagaraju, 1981).

A comprehensive psychoeducation model that embodies these

integrated mental health services meets the prescribed needs of the patients and their
families and ensures continuity of care.
Dissociative disorder: Treatment. Weiser et al. (2000) found in their study that
there is an improvement in cognition associated with the use and administration of
antipsychotic medication. Their results yielded a direct drug effect as opposed to simply
a reduction in extrapyramidal symptoms (EPS). Another effective treatment for patients
suffering with dissociation is reported in Newcomer & Krystal (2001). Their study
contends that as the brain ages, the NMDA receptor system begins to decrease in its
overall functioning which in turn causes a decrease in memory and learning performance.
They discuss how pharmacological and genomic methods for preventing NMDA receptor
hypofunction are advantageous. Seeman (2002), also affirms the use of atypical
antipsychotic medications in the treatment of dissociation. His study reported that
atypical medications clinically improved patients’ dopamine D2 receptor functioning.
Castillo (2003) conducted a study that examined cultural practices as a possible area to
concentrate on in the prevention and treatment of people suffering with dissociation. His
study revealed that differences in cultural belief systems often lead to poorer outcomes
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for patients that live in Western cultures as opposed to non-Westem cultures. He
references the meditative trance experiences in India and the positive results in
integrating the “divided consciousness” or dissociation.
Bipolar disorder: Treatment. Lithium is still the overall preferred medication
administered to people suffering with depressive and manic episodes (Swann, Bowden,
Calabrese, Dilsaver & Morris, 2000; Bratti, Baldessarini, Baethge & Tondo, 2003). Their
study reported significant reduced antimanic responses in patients who were administered
lithium as opposed to the patients administered divalproex or a placebo. However, in
Jefferson & Sen (1994) study, they reported that long-term usage of lithium causes
adverse effects on several organ systems in the body. They purport that lithium is an
effective treatment for mania that may even lead to a sustained remission in overall
symptoms. However, lithium discontinuation or continuation has its own risks to organs
(i.e. kidneys, thyroid, eyes).
As an adjunctive treatment to pharmacotherapy, bipolar patients and their
relatives could benefit from family intervention (Reinares, Colom, Martinez-Aran,
Benabarre & Vieta, 2002). Family attitudes and interactive patterns of life-styles need to
be examined to determine between causes and effects that impact the clinical state of the
patient. The role of the family becomes ever so germane in developing measurable
interventions (Reinares et al., 2002). An accurate evaluation of the family system can
contribute to implementing viable therapies that augment healthy family relations.
One of the major predictors to response to treatment in children and adolescents
with mood disorders is how intact the family is (Emslie, Mayes, Laptook & Batt, 2003).
These findings suggest that families with positive interaction styles are more likely to
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augment better outcomes in children and adolescents with mood disorders. Psychiatric
disorders among parents tend to predict the development of the disorder in their
offsprings and poorer outcomes in treatment (Emslie et ah, 2003).

Schizophrenia/Schizo-affective; Dissociative and Bipolar Disorder: Family Member
Burdens
An essential component in the effective prevention/management of these chronic
mental illnesses is early detection (Hafner, 2002). The concern is that patients and family
members differentiate between primary and secondary prevention (Hafner, 2002). Many
patients as well as their family members do not understand what their diagnosis entails
and struggle with clarity surrounding the subsequent treatment and prognosis. Primary
prevention entails family members not only understanding the disease but also knowing
how to access and activate the necessary services to curtail rehospitalization of their
family member. Hafner (2002) purports that secondary prevention is the most promising.
Through early detection and mapping the course of the disease, the ill family member
can be aided in redefining their self-concept in order to build and organize a qualitative
life.
After the initial onset of schizophrenia/schizoaffective disorder, dissociative or
bipolar disorder, patients and family members have a tendency to be overwhelmed by the
chronicity of the disease (i.e. familial loading). Feldmann, Homung, Buchkremer, and
Arolt (2001) found that “familial loading” is often responsible for greater
rehospitalization rates. This familial loading burdens the family with the magnitude of
care requirements for their ill family member and often leads to poor outcomes in the
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patients. Implementation of the appropriate psychoeducational interventions would aid in
reducing the familial loading and the anxiety associated with it. Again, the families as
well as the patients need to believe that they have control over recovery and will be able
to manage and achieve the desired outcomes. Family intervention programs should focus
on developing the relatives’ identification of illness, initiating a loving and caring
perspective towards the ill family member, adherence to treatment plans, prevention of
recidivism, and life skills training for the patients (Ran, Xiang, Chan, Leff, Simpson et
ah, 2003).
Bourassa (1989) refers to the family members of mentally ill patients as “true
allies”. These results suggest that every family member is affected by the disease and
should be encouraged to participate in the recovery process of the patient. The concept of
“allies” denotes the inclusiveness of addressing the disease process and its all
encompassing nature and hold on the entire family. Every member of the family is
impacted by the engrossing demands of care and attention. Hunter, Hoffnung, and
Ferholt (1988) refer specifically with regard to severe psychiatric illnesses, in particular
schizophrenia/schizoaffective disorder, that family dysfunction contributes to the
emergence of the illness, significantly affects its course, and strongly influences the
achievement and maintenance of treatment gains. Psychoeducation modalities must not
only address current treatment interventions that lend stability and clarity to the family
unit but must also acknowledge the need for developing prevention models that family
system training can incorporate. The research must progress towards preventive
measures that are mobilized before the initial schizophrenic episode occurs or is
documented. North et al. (1998) were quite encouraged with their pilot study findings
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after a multifamily psychoeducational treatment. A modest reduction in the days a
patient stayed in the hospital was incurred. This reduction in hospital days computed to
significant cost savings. They recommend comparable studies be conducted utilizing a
control group to determine whether the reduction was due to the intervention or some
other extraneous factor(s).
Many times, this gross lack of understanding of the symptomology, diagnosis and
effective preventive care, leads to a compelling burden on the family members as well as
the ill family member. Findings based on research done by Provencher (1996), report
that the adverse consequences experienced most frequently were strained relationships in
the household, physical and emotional problems of the primary caregiver, the
inconsistency in the primary caregiver’s work performance, and the overall disruption in
the lives of other adults in the household.
Laidlaw, Coverdale, Falloon, & Kydd (2002), found that whether family members
physically lived with the ill family member or lived in a separate dwelling, the stress
levels and burden of caregivers living apart were similar to those who were living
together with the ill family members. In addition, the results indicated that
approximately 25 percent of both groups met the General Health Questionnaire (GHQ)
criterion for having a mental illness. When examined by a multiple regression analysis.
the results indicated that participants identified stress related to the ill family member’s
diagnosis coupled with the strain in their own marital relationships as the two most
salient predictors of their subjective stress indicators.
Often, family members as well as patients do not ask for the help that they may
need in all categories (Jones & Jones, 1994). The caregiver struggles with achieving
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productive time management models that develop a sense of accomplishment and overall
patient management. In addition, the client’s behavior is often unpredictable and
embarrassing and the element of “surprise” is very troublesome to the caregiver.

Schizophrenia/Schizoaffective Disorder, Dissociative and Bipolar Disorder : Coping
Styles
Crucial to caregivers enhancing their coping skills is distinguishing between
coping aimed at issues that are perceived to be stressful (problem-focused) and regulating
one’s emotions as an adaptational strategy (emotion-focused) suggests Folkman and
Lazarus (1980). This distinction has steered coping research for almost 20 years. Family
members of schizophrenic patients exhibit these styles of adapting to stress but seldom
understand the dynamics. Therefore, they are unable to make the distinction between
which is operative and when. According to the research, emotion- coping may precede
problem coping and then revert to the opposite position later (Rothbaum, Weisz, and
Snyder, 1982).

At times, both are exhibited simultaneously. Both, problem-focused

and emotion-focused strategies function to appropriate a coping mechanism that appears
to buffer stress. During extremely stressful periods of care giving, family members of
mentally ill patients can really benefit from utilizing both modes of coping. The
problem-focused coping can aid family members in deciding what are the best choices
for the ill family member. The emotion-coping strategies can help a family member
reassure the ill family member whose perceptions may be distorted and causing extended
bouts of disorientation. Ultimately, both modes serve to facilitate functional adaptation of
the family member’s expressed emotions in relating to the ill family member.
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During an empirical study, people who engaged in sustained fantasies and
daydreams yielded results that were intercorrelated with coping behaviors and
psychopathology (Greenwald, & Harder, 2003). This study suggests that people
suffering from dissociation may utilize fantasizing as a coping mechanism stemming
from one or more traumatic events and the resultant identity fragmentation. Wolfradt &
Engelmann (2003) reported similar findings regarding patients suffering from
dissociation who tend to utilize fantasies and depersonalization as coping strategies. In a
study conducted by Agargun et al. (2003), it was reported that the participants who had
childhood traumatic experiences/events were much more likely to fail to psychologically
integrate these negative experiences. Instead, they used dissociation as a coping strategy
to fill the vacuum.
Assessing coping profiles has a distinct advantage in terms of possibly revealing
any antecedent condition that might cultivate a severe affective problem (Matheson &
Anisman, 2003). This coping profile revealed various associations between coping
systems and dysphoria, anxiety, and depressive illnesses. The earlier one’s coping
abilities are assessed and optimized, the better will be the outcomes. Gamefski et al.
(2002), suggested that their findings support early detection of depression and anxiety in
adolescents by way of cognitive coping strategies. By using cognitive coping strategies, a
significant percentage of the variance in symptomology (i.e. rumination, self-blame,
catastrophizing, and positive reappraisal) can be explained.
An empirically designed study was conducted which yielded findings of the
correlations between playfulness and coping (Hess & Bundy, 2003). Thirty male
adolescents comprised two groups whereby one group was considered, “typically
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developing” and the other group members had been diagnosed as “severely emotionally
disturbed”. Each group was scored on the Test of Playfulness and The Coping Inventory.
There was a significant positive correlation between the two groups and these
implications suggest that adolescents’ abilities to adapt and approach problems and goals
are enriched through utilizing play as a coping skill.
A very sensitive conceptual approach to the effects on family members coping
with caring for patients with schizophrenia/schizoaffective disorder, dissociative or
bipolar disorder is examined from the perspective of a “loss”. A format for grief therapy
was described (Miller, 1996) whereby grief is a key reaction experienced by many
relatives of persons with serious mental illness. Parents, spouses, and children may
endure great longing for the quality of their former relationship with the ill person, as
well as grief over dashed hopes and aspirations (Miller, 1996). Though the family may
cohabitate daily in the same dwelling, the grief process may be fully activated and the
loss felt significantly. Due to the normalcy of the familial relationships being nonexistent
when there is a schizophrenic family member, coping styles may manifest themselves as
various forms of grief or loss. Each family member strives to achieve adaptive avenues
for their expressed emotions as they struggle to provide the standard care required for
their ill family member. The compensation for these felt-losses will depend upon the
extent of grieving, the coping skills and options available to the family members, and the
familial stability throughout the recovery period for the patient.
Many of the current questionnaires and scales deal with conventional ways of
measuring stress and don’t consider individual differences in respective personalities
(Somerfield & McCrae 2000). This lack of specific scales that measure intricate aspects
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of one’s personality can definitely serve to hinder our understanding of how to cope
effectively. Enhancing active coping is predicated on identifying the root causes unique
to that individual and being able to functionally adapt. Weber (1997) indicates that the
salient factor of developing outcome variables is the critical factor in stress and coping
research. Researchers must be able to distinguish between variables in order to achieve
accurate measuring of the prescribed constructs.

There is a greater recognition in

coping research that looking at the positive outcomes that may derive from stress is a
more effective method than concentrating solely on the pervasive drudgery of adverse
results (Park, Cohen, & Murch, 1996). A lack of effective coping skills exacerbates the
negative issues associated with caring for the ill family member. As a result, the
expressed emotions about the familial relationship are severely taxed and no genuine
desire for any positive interaction is manifested. Lazarus, Kanner, and Folkman (1980)
purported that positive emotions can be predominant and function well during stressful
situations. These positive emotions provide a reprieve to salient negative emotions,
augment continued coping attempts, and rejuvenate resources after they have been
exhausted by stress. Isen and Daubman (1984) have demonstrated empirical data that
supports that positive affect is positively related to versatile thinking, problem-resolution,
and creative modeling. This research is encouraging for those family members that want
emotional and intellectual outlets. Family members can channel and express their
emotions through creating various art forms, enrolling in an academic course, or leisurely
solving a jig-saw puzzle. The optimal coping style for enhancing the familial relationship
would be to engage the ill family member in one of these activities as well. Any shared
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activity(ies) that families can muster and nurture promote a cohesiveness that shelters the
more negative outcomes that may surface.
When appropriate coping skills are linked to goal-directed behavior, a model for
success emerges. Nezu, Nezu, Friedman, Faddis, and Houts (1998) assert that the
importance of achieving a solution is germane to appreciable outcomes. In other words,
incremental accomplishments are predicated on how pronounced the individual
differences; goals and values are of that person as well as their willingness to integrate
into the mainstream society. They maintain that it is not necessarily distress reduction
that determines a positive outcome but more likely associated with positive interactions
with others, mastering one’s environment, and autonomy. It is important for family
members to develop and maintain a positive emotional affect in order to achieve some of
their prescribed goals. They must experience feelings of self-sufficiency that do not
necessarily include the mentally ill family member. They must witness scenes of their
own accomplishments in order to self-actuate. The healthier model is certainly goaldriven as opposed to a burden-pulled existence shadowed by constant care giving.
The central issues (Winefield, Barlow, & Harvey, 1998; Kayama, Zerwekh,
Thornton, & Murashima 2001; Magorrian, 2001) are that caregivers need and deserve
community-based mental health services as well as professional support and mentoring.
Establishing an informed and progressive rapport with all health care providers involved
in the successful empowerment and autonomy of the mentally ill patient is very germane
to providing optimal care by the primary caregivers. This process is augmented by
implementing various modalities of the psychoeducation model as an intricate part of the
patient’s and family members’ transition into a stable community environment.
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Psychoeducation: Foundational premise. Psychoeducation can be formulated and
developed into a formidable program that has maximum benefits for patients as well as
their family members. Currently, there are numerous psychoeducation models that
emphasize skills based training and incorporate various components of information
sharing. Some of the possible components are patient education, family education,
medication maintenance programming, relapse prevention, self-sufficiency, social skills
training, support groups, etc. However, no empirically validated models of
psychoeducation or family education have been implemented in advocacy settings, such
as the National Alliance for the Mentally Ill (NAMI) (Pollio , 2001). This fact
emphasizes the need for research on the benefits of psychoeducation and its purported
relationship to enhancing the coping skills of family members of schizophrenic patients.
The more national exposure psychoeducation models receive, the more likely they are to
be widely implemented.
Psychoeducation: Patient education. Though this study looks primarily at the
relationships of family members to schizophrenic patients and how psychoeducation can
improve those relationships, current research is developing a database of definitive results
on the efficacy of psychoeducation as it relates to the schizophrenic patients themselves.
Blumberg, Shin & Hutton (2001) conducted a study that yielded empirical results
indicating a model of community services facilitating coping skills amongst severely
mentally ill patients. During the three month follow-up, the experimental group showed a
higher rate of attendance at psychiatric and psychological appointments than the control
group. Patients can and will be taught to heighten their own coping skills and build on
them. Shin & Lukens (2002) report their findings on a control and experimental group of
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Korean Americans and the comparison of pre- and post-treatment measures of psychiatric
symptoms, their attitudes and understanding of their diagnosis, and effective coping
strategies. These results suggest that psychoeducational interventions should be culturally
sensitive and thereby become a very useful tool as a treatment modality for schizophrenic
patients. Again, research in this specific area is becoming more empirical in its attempt
to quantify the most effectual approach to support mentally ill patients and their families.
Patients who underwent family-focused therapy (FFT) had fewer mood disorder
symptoms, fewer relapses, and better medical compliance for a study period of two years
according to Miklowitz, George, Richards, Simoneau & Suddath, (2003). Through
systematic psychoeducation models as well as pharmacotherapy, there can be a
significant reduction in postepisodic symptomatic adjustments as well as bipolar patients
who adhere to their prescribed drug regimes (Miklowitz et al. 2003). Due to the widening
of diagnostic criteria regarding bipolar disorder, patients need a more integrated approach
to their treatment plan (Greil & Kliendienst, 2003). Their treatment should include
differentiated mood-stabilizing medications as well as highly structured
psychotherapeutic measures and education.
A statewide research study was conducted in New York (McFarlane et al.1993)
with very promising results for the implementation of multifamily psychoeducation
groups. The results corroborated the need for concerted efforts at both the program as
well as agency level for psychoeducational training models for all existing state mental
health service systems. Each program as well as agency should develop a self
monitoring system of what the felt needs of the participants of their respective
programs/agencies are and proceed to meet those needs. As these multi-level programs
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are developed, assessment of the effectiveness of the psychoeducation models, training,
interventions are needed. Walsh (1992) conducted a literature review of some of the
current methods of psychoeducational program evaluation. Both quantitative and
qualitative methods were examined and one instrument was assessed for its application in
evaluating psychoeducation programming. Each of the programs was determined to be
applicable in various circumstances. It is reassuring to know that ongoing research is
examining the effectiveness and availability of existing programs as well as their
applicability to psychoeducation. It is imperative that psychoeducation models fulfill the
information, support, and resource requirements of the schizophrenic family member and
their families. Tomaras et al. (2000) piloted a three-year study to examine whether
family intervention impacts the patients by reducing the expressed emotion (EE) in their
families. Their findings support how important it is to encompass family members in the
“community care and tertiary prevention of schizophrenia”.
Pollio’s (1998) study on curriculum and content generated findings suggesting
that input from the family, the ill family member, and mental health providers is
necessary for developing psychoeducation curricula that will meet families’ needs. A
common feature of either a psychoeducation or family education model is that both
usually rely on a prescribed curriculum with little or no integration of the felt needs of the
diagnosed patient or their family members. Many times, families experience dreadful
bouts of hopelessness about the ill member’s diagnosis/prognosis and their perceived
role(s) in caring and coping strategies.

One of the assumptions of the psychoeducation

model is that of “least pathology”. This concept is important in establishing family
members as very essential participants in the patients’ recovery process. In a pilot study
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measuring a multifamily psychoeducation model, North el al. (1998) point out that group
members indicated appreciation for the leaders’ approach to them as partners in the care
giving process, rather than as part of the pathology. Professional participants are taught
to view families as having the patient’s best interest at heart even if one or more of the
family members has been identified as having interfered with the overall recovery
process of the ill family member. Hopefully, this approach will engage the family in a
treatment modality that incorporates effective psychoeducational facets that minimize
caregiver burden and enhance coping skills.
Psychoeducation, by addressing the key issues of meaning, mastery, and self
esteem, provides a strategic tool for promoting recovery in a psychological sense, by
strengthening coping responses, and helping the patient and family find a way to accept
other key elements of treatment like prophylactic medication (McGorry, 1995). Many
people experience their first episode of schizophrenia without the benefit of adequate
professional diagnosis and do not seek out or receive the essential preliminary psychiatric
care with adequate follow-up to reduce the probability of relapse. The results of the first
generation of studies carried out in the late 1970s and 1980s confirmed the positive
effects of a family-based psychoeducational program on delaying the recurrence of a
schizophrenic episode (Goldstein, 1996). Quality of life as well as reduced recidivism is
accomplished more readily with the inclusion of psychoeducation in patients’ treatment
plans. Engaging the entire family contributes to the ill member’s overall improvement
and self-esteem while undergoing treatment. The sooner the entire familial network of
support is engaged in a comprehensive yet practical recovery plan, the sooner the patient
will attempt to rebuild his or her life. For example, after the initial onset and
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hospitalization of forty Caribbean patients suffering with schizophrenia, they and their
families were presented a questionnaire and the results illustrated an increase in
knowledge and understanding about the illness. These results were correlated with
reduced recidivism rates (Fowler, 1992). It is suggested that many of the distorted views
that these Caribbean citizens had were clarified when the nature of the illness was made
clear.
In twelve randomized controlled trials, Mari and Steiner (1996) determined that
the interventions of psychoeducation served to deter a single relapse in schizophrenic
patients from seven families over a one-year period. Though these results are small and
subject to replication with much larger samples, the findings suggest that for at least one
year, relapse prevention was achieved. Adequate coping can provide understanding and
perhaps even prevent relapse as well. More research is warranted so that patients who
abandon new coping strategies and return to old habits can be better understood (Coyne
& Racioppo, 2000). Largely due to a lack of information, many of these patients are not
equipped with skills to integrate new coping strategies into their daily lives.
Psychoeducation can serve to facilitate knowledge and understanding of the disease,
medical maintenance, coping styles, and healthy familial interactions. All of these
variables lend themselves to wellness that can help prevent relapses.
Psychoeducation: Family members ’ coping styles. A research study (Magorrian
2001), found a significant correlation between caregivers’ knowledge of their family
member’s illness and their ability to effectively crisis manage. In addition, the study
revealed another correlation between caregivers’ level of satisfaction with the prescribed
services and the channels of communication with the mental health team. Both of these
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significant findings serve to further substantiate the vital link between psychoeducation
and effective coping strategies amongst families. The more family members are
informed and incorporated into the recovery and wellness process, the better their ability
to understand their strengths, limitations, and viable skills of coping and aiding the
schizophrenic family member.
Family psychoeducation needs to be developed and empirically supported
according to Fristad, Gavazzi & Mackinaw-Koons (2003). Immediately following,
families reported having acquired knowledge, skills, support, and positive attitudes from
receiving psychoeducation therapy (Fristad, Goldberg-Arnold & Gavazzi, 2002).
Psychoeducation is believed to be an adjunctive intervention for children with bipolar
disorder. In addition, group psychoeducation can be an efficacious intervention when
coupled with pharmacological treatment of patients with bipolar I and II disorder (Colum
et al. 2003).
Cohen (1981), stipulates that a majority of community mental health nurses
utilized “group education” to provide the bulk of information to both the patients and
families. Cohen et al. (1988) suggests the group education model is the most effective
and efficient. Cohen et al. (1988) lists “group discussion” as the second most frequently
used methodology of sharing of information. When group discussion is used, patients
and their caregivers seem to assimilate information better where a group facilitator is
present. In addition, participants are more apt to discuss and share ideas and difficulties
with other group members, and clarify any new information that is disseminated
(Birchwood et al., 1992). Another study was conducted to produce similar results that
multifamily groups rather than single family psychoeducation groups have better
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outcomes and promote wellness. Mcfarlane, Link, Dushay, Marchal, and Crilly (1995)
found that after four years, the psychoeducational multifamily groups were significantly
more effective in extending remission than the single-family format, while the
multifamily groups without psychoeducation approximated outcome in the
psychoeducational multifamily groups. The respective relapse rates at four years were
multifamily groups (50%), single family (78%), and multifamily groups without
psychoeducation (57%); multifamily groups averaged 12.5% and 14% per year. These
results provide empirical data suggesting that multifamily psychoeducation groups are
more effective than single-family interventions. Early detection coupled with
psychoeducation in multifamily groups certainly ensures a better chance of proper
diagnosis, psychosocial treatment, familial understanding and acceptance/coping
strategies, and adequate follow-up.
Solomon, Draine, Mannion, and Meisel (1996) concluded that group
psychoeducation was helpful in increasing self-efficacy of family members who had
never participated in a support or advocacy group for relatives of psychiatrically disabled
individuals. In this manner, patients and families develop their own strategies of coping
with the trauma of living with schizophrenia. Each individual member must cope to
remain in a state of emotional, mental, and physical homeostasis. A study conducted by
Hinrichsen and Lieberman (1999) suggests that elements of the stress and coping model,
particularly attribution, coping and patient management strategies, play an important role
in determining the emotional adjustment of family members caring for those
experiencing a first episode of schizophrenia.
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Psychoeducation: Religious coping. Spencer (1975) maintains that dynamics of
religion in human society are very complex. His study examines the obscurity of the
interaction between religion and psychiatric disorders. He indicates that the literature and
various theories are basically divided into two schools of thought. One school purports
that intense religiosity is symptomology indicative of psychiatric disorders while the
opposing view is that religious beliefs effectively act as defense mechanisms that actually
protect and shield the individual and his or her psyche. This delineation between the two
ideologies is very appropriate. Religious coping literature has definitely established the
benefits of patients exercising their faith in a supernatural deity(ties) that facilitates their
coping abilities. In many venues, religious beliefs are encouraged and accommodated.
On the other hand, there are still those who maintain that any patient who acknowledges
being involved in a relationship or allegedly communicating with supernatural deities is
fallacious and much more likely to be symptomatic of some psychiatric delusion,
hallucination, or disorder (Oulis, Mavreas, Mamounas & Stefanis, 1995; Morrison &
Baker, 2000). This researcher subscribes to the former school of thought and fully
encourages family members of mentally ill patients to actively pursue an evolving
relationship with the divine God of Heaven. It is the belief of this researcher that
establishing such a relationship is vital to fortifying healthy coping styles as well as
stabilizing and enriching familial relationships. However, as a clinician, it is important to
convey a nonbiased and inclusive therapeutic environment so that even those clients who
are not interested in developing a relationship with a divine source will feel comfortable
enough to establish a healthy client/therapist rapport and work towards achieving the
desired goals.
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Rammohan and Subbakrishna (2002) emphasize that the strength of religious
belief plays an important role in helping family members to cope with the stress of caring
for a mentally ill relative. They conclude that religious coping in conjunction with
psychoeducation and problem-solving coping enhances the emotional health of the care
providers. A psychoeducational model that incorporates the venue of religion may serve
to augment the coping strategies of the family members as well as the patient. When one
is free to reference any perceived “spiritual being or deity” present and elicit help, one is
much more likely to strive for a higher plane of existence, improved life style, and a
stable environment.
Peters et al. (1999) found that there is a likely continuum between normality and
psychosis and furthermore, serious consideration should be given to the notion of the
multidimensionality of delusional beliefs. For these researchers, so called “delusional
beliefs” could possibly double as real-life religious encounters with supernatural deities
that empower family members’ positive coping skills. Davies, Griffin & Vice (2001)
provided findings that partially endorsed Peters’ (1999) study because the religious group
scored more positive to hearing auditory voices than the psychotic or control groups.
Flowever, their study concluded that the results were much stronger for affective
reactions to auditory hallucinations as opposed to perceptions of voices. An additional
study by du Feu & McKenna (1999) reported that their study examined profoundly deaf
schizophrenic patients who hear voices. Their findings suggested that though hearing
these voices was typically characteristic of hallucinations, they were not attributable to
any psychotic experience and could not be explained due to the patients’ prelingual (i.e.
deaf from birth) status.
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In a study conducted by Brizer (1993), it was revealed that religious beliefs and
involvement may have a significant clinical benefit in the treatment of chemically
dependent psychiatric patients (e.g. dual diagnosis). Hallucinogen, alcohol levels, and
prescription drug consumption had significant negative correlations with the scores of
religious beliefs and involvement. Those patients who tended to subscribe to a specific
religious faith, had lower overall scores on substance abuse subscales. This study
indicates that having religious beliefs and being involved in religious activities, are
positive coping mechanisms that negate masking of coping through substance usage and
abuse.
Psychoeducation: Expressed emotions. Family members are essential in the
recovery process of the ill member. The combined familial expressed emotions (EE)
reflect the emotional atmosphere of the home environment (Karanci & Inandilar, 2002).
This emotional climate can be rated low/low in criticism and hostility to high/high
depending on how it is triggered in the individuals who provide the primary care.
Initially, Brown et al. (1958) discovered that patients who were discharged from
mental hospitals tended to have different outcomes based on who they lived with.
Patients who were living alone or with siblings were having a relapse rate of 17%, which
increased to 32% for those who were living with their parents, and to 50% for those who
were living with their spouses. In a later study, Brown et al. (1962) found that a
foundational variable pertaining to a poor outcome was the level of "expressed emotion"
in relatives. They distributed 128 families of psychiatric patients into two groups, namely
"high and low emotional involvement" based on how the key relative on scales of
hostility and expressed emotion were evaluated. Brown et al. (1962) concluded that the
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most important variable associated with poor outcome was the level of expressed
emotions shown by family members: the higher the level of emotion and hostility in the
family, the higher the probability that the patient would have a relapse within the next
year.
The EE index was developed in 1972 by Brown et ah, and included five scales:
"Hostility," "Emotional Over-Involvement" (EOI), "Critical Remarks," "Warmth," and
"Dissatisfaction." Only the first four scales have demonstrated a correlated outcome.
Consequently, Vaughn & Leff (1976b) deleted the "Dissatisfaction" scale and replaced it
with the "Positive Remarks" scale. After several modifications to the CFI, (i.e. making it
shorter and easier to manage), a final version evolved which included the following five
scales:
1) "Criticism": measured as frequency of critical comments, inferred both by the actual
content of phrases (expressions of disapproval, resentment or rejection, and devaluation),
and by specific vocal characteristics (rate, volume, and tone of speech).
2) "Hostility": this measure reflects a more global or generalized criticism and/or
rejection of the patient. It is measured on a three point scale: it can be present either as a
generalization of criticism, or as an overall rejection, or both.
3) "Emotional Over-Involvement": it is measured on the basis of both the past behavior
referred to in the interview (exaggerated emotional response shown in the past; excessive
attitude of devotion or self-sacrifice; overprotective behavior) as well as the actual
behavior shown during the interview (excessive emotional involvement, emotional
behaviors such as worries and sadness when relatives talk about the patient;
dramatization); it is measured on a five point scale, ranging from "absent" to "marked."
4) "Warmth": measured on a five point scale, based mostly on voice tone, spontaneity,
sympathy, empathy, interest in and concern for the person.
5) "Positive Remarks": expressions of praise and approval of the patient's personality,
measured as frequency of positive comments about the patient.
As indicated earlier, only the first four variables have been shown to be associated
with differences in the outcome of patients discharged with schizophrenia. The first three
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categories have become part of the EE index because they are more directly correlated
with the course schizophrenia. However, recently "Warmth" has also been considered as
possibly related to a better course, especially in low EE, and it has been suggested that
the low relapse rate in some patients who live in high EE families might be explained by
this variable. On the contrary, “Positive Remarks” appears to have no significant impact
on patients' relapse rates.
"Hostility" is frequently associated with high "Criticism," therefore, "Emotional
Over-Involvement" and "Criticism" are the main components of EE. "Criticism" has been
found very often (30% to 70%) and equally distributed in spouse and parents, while
"Emotional Over-Involvement" is less often (8% to 30%) and equally distributed in
daughters and sons, but is more frequent in mothers than fathers (Leff, 1991).
Brown et al. (1972) first observed that 58% of patients living in high EE
environments relapsed, as compared to 12% of patients living in low EE environments.
These results have been replicated in several studies (Vaughn & Leff, 1976a, 1976b;
Vaughn et al., 1984; Leff & Vaughn, 1985; Moline et al., 1985; Jenkins et al., 1986;
Nuechterlein et al., 1986; Tarrier et al., 1989; etc.), showing that high EE in the patient's
family is associated with a three-to-fourfold greater risk of relapse in the 9 or 12 months
following discharge, as compared to relapse risk in patients living in low EE.
Three factors tend to interact with EE as well as interact with each other:
1) Medication: drugs protect patients living in low EE families from stressful life events,
and help in protecting patients living in high EE families, but are less effective in
presence of both high EE and life events. One study (Hogarty et al., 1988) shows that low
dosage neuroleptics (5-10 mg. of Fluphenazine Decanoate every two weeks) are more
effective if used flexibly, according to family EE.
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2) Time of Face-to-Face Interaction with Relatives at Fligh EE: if this time exceeds 35
hours per week, the likelihood of relapses markedly increases (one of the goals of some
psychosocial approaches based on the EE studies is to reduce weekly hours of face-toface interaction).
3) Life Events: life events (e.g., death of a relative, major changes in work or life
situation, etc.) precipitate relapse, and have an additive effect with EE. In high EE
patients, life events are not necessary to provoke relapse, because high EE is in itself a
sufficient stressor (Birley & Brown, 1970; Leff et ai, 1973; Leff & Vaughn, 1980).
Falloon et al. (1984) believe that the higher EE, the smaller the life event is needed to
provoke relapse.
Flowever, high EE is not specific to relatives of schizophrenic patients; it has been found
also in families of patients with depression, bipolar disorder, anorexia nervosa, and
obesity (Vaughn & Leff, 1976b; Hooley et al., 1986; Miklowitz et al., 1988; Hodes & Le
Grange, 1993; etc.).
In replicated studies examining the emotional atmosphere of home environments,
(Vaughn & Leff ,1976; Vaughn, Snyder, et al. ,1984), study yielded results suggesting
that criticism and emotional over-involvement as expressed by a key relative was the best
sole predictor of symptoms leading to relapse in the nine month period following a
patient’s discharge from a mental institution. In a similar study conducted by Falloon et
al. (1985), a nine month follow-up indicated that family-managed patients had fewer
negative and positive symptoms of schizophrenia, lower ratings of psychopathology.
reduced dosages of neuroleptic drugs, and fewer relapses that required hospitalization.
One year after discharge, a two-year aftercare study (Flogarty, et al., 1986) reports
that the combination of family treatment and medication and social skills training and
medication, resulted in an absence of relapse in any household that changed from high to
low expressed emotion. In other words, when the intensity of a family member’s
expressed emotions lowered, it is believed that this reduction directly aided in decreasing
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the relapse rate in those particular households. Once again, these results point to the need
for family psychoeducation as a means to reduce the relapse rate of the chronically
mentally ill patients. In addition, the family caregivers are able to express positive and
negative emotions surrounding their entire experience in caring for their ill family
member. In a two year follow-up study, Hogarty et al. (1992) concluded that the positive
effect of a family psychoeducation/management approach on delaying relapse is both
clear and consistent with a growing number of reports.
Assuming stress and burden of care are two prevalent factors, families who
persistently engage in critical comments (EE) towards their mentally ill family member
tend to have a higher hospital recidivism rate (Shimodera, Inoue, Tanaka & Mino, 1998).
Simodera et al. (1998) maintain that family psychoeducation is the appropriate forum for
disseminating information regarding the positive symptoms of schizophrenia,
schizoaffective disorder and how to best reduce high levels of criticism. According to
King & Dixon, 1999, nine month relapse rates were significantly higher for patients who
resided in high EE home environments. Fathers’ critical comments and mothers’
emotional over-involvement were positively associated with relapse as reported after 9month and 18-month reassessments.
Furthermore, another salient factor related to relapse is medical compliance.
Expressed emotions may be relevant in understanding patients’ medication
noncompliance (Sellwood, Tarrier, Quinn & Barrowclough, 2003). Additional research
is recommended in trying to understand the relationship between EE and compliance.
Caregivers’ EE along with patients’ psychotic symptoms were found to contribute
independently to medical compliance. A caregiver’s healthy expressed emotions coupled
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with a patient’s willingness to comply with the medication requirements should be
researched as the appropriate combination for delivering integrative care.
In a cross-cultural study conducted by Kopelowicz et al. (2002), it was
determined that high EE predicted relapse across measures for Caucasian participants but
not for Mexican Americans. Mexican American relatives reported lower rates of EE and
this index did not predict relapse for this particular ethnic group. Though high EE rates
appear to be a flagrant indicator in the emotional climate of a family environment, there
are apparent cultural factors that ultimately determine the relapse rate as well as ethnicity.
This study suggests that lower EE is not a precursor for mental illness relapses but higher
EE is. Additionally, this study raises the issue of cultural factors/practices relating to
coping styles and how they may serve to influence the EE climate in a family with a
mentally ill member. In a cross-cultural study in Iran, Mottaghipour, Pourmand, Maleki
& Davidian, 2001, reported similar results that high scores of EE in relatives are risk
factors on the prognosis of the patients in their care suffering from schizophrenia. It was
suggested that the results in this study be used in planning appropriate psychoeducational
interventions for families of patients in Iran as well as for culturally similar populations.
Apparently, criticism transcends all cultural milieu and is a pervasive indicator of high
EE.
Caregivers who rate high in EE manifest frequent critical comments and hostility
towards the mentally ill patients they care for (Van Humbeeck et al., 2001). Also,
caregivers who rated high in EE were less open to patients and had lower educational
levels (Van Humbeeck et al., 2002). This study examined and found a strong relationship
between the patients’ poorer social functioning, age, and smaller network sizes and
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caregivers who rate high in EE. Caregivers’ perceptions of their coping strategies with
certain symptom behaviors tended to reduce their criticism and hostility according to
Karanci et ah, 2002. Caregivers who perceived their patients to have an increasing
amount of symptoms, tended to score higher on the criticism and hostility of the
expressed emotion scales.
Expressed emotions may be an indicator of responsiveness as opposed to causing
or resulting from symptoms (Wuerker, Long, Elaas & Bellack, 2002). This study did not
yield findings of a relationship between patients’ symptoms and EE, however, family
members who are caregivers of patients with schizophrenia as well as high in EE tend to
respond directly to exacerbated symptom changes in their relatives. Adverse symptom
changes in the patients appeared to augment changes in the EE index of the relatives
themselves. In a similar study by Boye et al. (1999), the results suggest that being able to
identify which relatives will have stable EE and which relatives’ EE will fluctuate will
allow much more focused interventions by practitioners. A significant number of family
members showed an unstable pattern of critical comments when their relatives (i.e. with
escalated symptoms) were admitted to the hospital. These varying EE of family members
seemed to be a germane factor in accurately assessing how to provide adequate family
interventions. Perhaps the relatives who presented changing EE levels perceived a greater
burden of care. Scazufca & Kuipers (1996), reported findings that EE and burden of care
are expressly related. This study suggests that both EE and burden of care are functions
of the relatives’ perception of the patient’s condition more so than whatever the actual
diagnosis is.
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Family members’ appraisal of their relatives’ condition often leads to them
making attributions of control over behaviors to patients (Weisman, Nuechterlien,
Goldstein & Snyder, 2000). Relatives high in EE tend to believe that their family
member has more control over their behavior than the relatives with low EE who do not
attribute as much control to their family member. These findings demonstrate that family
members’ attributions are governing their relationship to their mentally ill relative and
these attributions may or may not be accurate. Due to these family members having high
EE indexes, they tend to behave in a more controlling manner. Controlling behaviors on
the part of family members may actually mediate the EE-relapse relationship in
schizophrenia (Hooley & Campbell, 2002).
Weurker, Kang Fu, Haas, & Bellack (2002) yielded findings that demonstrate two
familiar patterns of interpersonal control in families with high-EE members. Apparently,
there is a dynamic of “rivaling competition” for who is in control. Both the relative as
well as the ill family member want to be in charge. Secondly, those relatives high in EE
tended to respond “rigidly” and were indifferent to the feelings of the other family
members. This kind of detachment only created more prevalent alienation amongst
family members that were already burdened by the stress associated with caring for a
chronically mentally ill patient.
In a study by Goldstein, Miklowitz & Richards (2002), criticism and emotional
over-involvement levels were examined as to any relationship to psychopathology. Their
findings described how even though family members did not score significantly higher on
Axis I pathology, they scored significantly higher in emotional overinvolvement than
those family members with Axis I pathology. These findings are more empirical data
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supporting how relatives caring for bipolar patients, even though they do not have a
significant tendency towards pathology, tend to become emotionally over-indulged as
caregivers of the chronically mentally ill. Simouneau, Miklowitz & Saleem (1998),
described how high levels of EE are related to stressful patterns of interaction between
family members and bipolar patients, particularly during the post-episode period.
There is even a need along gender lines for family members to have an outlet for
stress or support group. Spencer et al. (1988) found that a model of inpatient family
intervention (IFI) that emphasized psychoeducation suggested that adding family
treatment to standard hospital treatment yielded a therapeutic effect for only female
patients with schizophrenia. Research reports that female schizophrenic patients are
more likely to have children who suffer from a predisposition to the disease as well.
Therefore, any indicators that psychoeducation directly benefits female sufferers has a
twofold effect on behalf of the mother and any respective offspring.
An integration of several therapeutic modalities, the cooperation of mental health
professionals, and genuine empathy for patients’ and relatives’ opinions should comprise
the ideal psychoeducation model (Albers, 1998) that aids to combat high EE and
stressors. Albers’ article supports the need for psychoeducation and working closely with
the relatives as essential to addressing the concept of inappropriate expressed emotions.
An integrative role of case management that incorporates psychoeducation is
recommended.
Psychoeducation: Life-style choices and coping. Sherman (2003) reports that
although at least half of the documented mentally ill patients live with their families, less
than ten percent actually receive some sort of community support or psychoeducation to
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aid them in coping with reducing relapse and readmission rates, familial involvement,
and treatment compliance. Many schizophrenic patients don’t live with their biological
families after the onset of the disease. However, many of them reside in places where
they still can reap the benefits of using a psychoeducational model. Drake and Foster
(1987) found that one way to establish a more therapeutic milieu is to provide a group
experience within the nonfamilial living setting consisting of benign interactions, sharing
of experiences and advice, control of negative affects, education about chronic mental
illness, and structured exercises that enhance competence and self-esteem.
Experienced psychiatric public health nurses revealed their model of
empowerment for schizophrenic patients (Kayama M., Zerwekh J., Thornton K., and
Murashima S., 2001). The nurses recommend that their five empowering practice
domains foster client wellness and constructive autonomy that leads to more effective
coping skills. These five domains are the health professionals, families, neighbors.
employers and educators. The nurses contend that these five entities comprise the
functional elements that will empower schizophrenic patients to aspire to healthy living
in the community. Psychoeducation can be the integrating modality for these five
elements. Through concise, cohesive and consistent Psycheducation sessions, family
members as well as the schizophrenic patients will benefit from the information gathering
and dissemination. During these psychoeducation sessions, the introduction of
community resources available and accessible will enlighten and empower all of the
participants.
A look at an interdisciplinary psychoeducation program yields how families
discuss ways of coping with the patients’ illness in a series of meetings with a social
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worker, and they attend workshops led by a team of clinicians and an administrator, who
advise them of current perspectives on the illness and its management and about how to
negotiate the mental health system (Greenberg et ah, 1988). This kind of model
encompasses several facets of the psychosocial network that are most likely to service
schizophrenic patients and their family members. It necessitates the commitment of
several of the key probable advocates for the patients. Advocacy settings should be
exposed to the merits of numerous models of psychoeducation that are didactic,
comprehensive, and supportive in content. These institutional and community-based
forums have access to the local, state, and national agencies/govemments that can
channel the pertinent information and facilitate effective decisions that will positively
impact the clientele.
Current research substantiates the existing problem of a lack of implemented
psychoeducational interventions, yet clearly delineates the need and effectiveness of
psychoeducational models. Effective coping styles, reducing hospitalizations, healthy
and unified familial systems, and societal adjustment and reintegration are just a few of
the major benefits to utilizing various psychoeducational programs.

The present study

addressed the following research questions:
1) Will there be a negative correlation between coping styles (i.e. task rational &
emotion scores on posttests) and familial relationships (i.e. lower criticism &
emotional overinvolvement scores on posttests) for family members of patients
suffering with schizophrenia, schizoaffective disorder, dissociative & bipolar
disorder?
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2) Are the control and treatment groups different on the four coping styles scales (i.e.

task, emotion, avoidance, and detachment) on the pre-tests? Post-tests?
3) Are the control and treatment groups different on the two family relationship

variables (i.e. criticism & emotional overinvolvement) on the pre-tests? Post-tests?
Based on previous research, it is hypothesized that:
1. There will be a negative correlation between coping styles (i.e. task
rational & emotion scores on post-tests) and familial relationship (i.e. lower
criticism & emotional over-involvement scores on post-tests) for family
members of the patients suffering with schizophrenia/schizoaffective
disorder, dissociation, and bipolar.
2. The treatment group will score higher than the control group on the
Coping Styles Questionnaire posttest (i.e. task & emotion) and lower (i.e.
avoidance & detachment).
3. The treatment group will score lower than the control group on The
Family Questionnaire Posttest (i.e. criticism & emotional overinvolvement).

Method
Participants
A total of 32 family members and/or primary caregivers with a relative or client
that was a consumer of a San Bernardino county community-based behavioral mental
health facility, were recruited to participate. The family members were a multi-ethnic
sample representing European-Americans, Latinos, Asian-Americans, and AfricanAmericans. Only those family members that have a relative as a patient with a diagnosis
of primary schizophrenia/schizoaffective disorder, dissociative or bipolar disorder were
eligible for the study. Family members were identified as biological, adoptive, or
significant other (live-in). All participants were classified as being in the lower-medium
socio-economic stratum (SES - median income < S3 0,000.00/year) based on reported
annual incomes and none were homeless. Those from a higher SES were not excluded.
All participants were given a token patriotic scarf, tote bag, and pen for their
participation. In addition, the treatment group participants were served an ala carte
dinner during the psychoeducation session. All participants were treated in accordance
with the “Ethical Principles of Psychologists and Code of Conduct” (American
Psychological Association, 2002).
Materials
At the beginning of the first week phase, all families were asked to complete a
registration form providing demographic information (i.e. name, address, telephone
number, etc.) about each participant as well as any relevant information about their ill
family member (i.e. diagnosis).

Before commencement of the psychoeducation seminar

all forms were distributed, completed, and collected. The registration forms were crossreferenced with an identification marker so as to match them to the respective respondent.
This information was examined for completeness and accuracy and securely stored.
Secondly, as pretest measures, each family member randomly assigned to the
treatment or control group completed two indices:
40
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(1) The Coping Styles Questionnaire (CSQ) measures four types of coping strategies:
task/rational, emotional, avoidance, and detachment. The first factor labeled Rational
Coping (RATCOP) includes 16 items. The second factor includes 15 items and is labeled
Detached Coping (DETCOP). The third factor is labeled Emotional Coping (EMCOP)
and is comprised of 16 items, while the fourth factor is comprised of 13 items and is
labeled Avoidance (AVCOP).
Reliability
Internal consistency. The obtained coefficient alpha was .8108. The mean inter
item correlation ranged from -.6805 to .7386. The obtained alphas for the respective
scales are as follows: ratcop = .8590; emcop = .8727; detcop = .7116; avcop = .7183.
(2) The Family Questionnaire
The Family Questionnaire is a brief self-reporting measure for assessing the
expressed emotion (EE) status of relatives of chronically mentally ill patients. Vaugh and
Leff (1981) developed a theoretical model of the EE condition from qualitative content
analyses of CFI interviews. The following are four characteristic attitudes or response
styles in relatives: (1) how intrusive a relative is perceived; (2) the emotional response of
the relative; (3) what the relative’s attitude is about the illness; and (4) the relative’s
expectations and tolerance level. The Vaughn and Leff model was complemented by
aspects of the relationship between high EE and less than adequate coping strategies
(Falloon et ah, 1984; Goldstein et al., 1989).
The final version items were generated based on descriptive accounts and
empirical evaluations of EE dimensions (Wiedermann, Rayki, Feinstein, & Hahlweg,
2002). The following areas were considered: intrusiveness, emotional response,
attribution of illness, and coping skills. Several items were generated to depict attitudes
of criticism (CC) and emotional overinvolvement (EOI). Attitudinal and behavioral items
were also included C
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Internal Consistency
Cronbach’s alpha was used and the reliability coefficient was 0.84. The mean
inter-item correlation ranged from -.4302 to .7334. The obtained reliability coefficients
for the scales are: criticism (crit) = .8298 and emotional overinvolvement (emote) =
.8099.
Design and Procedure
Data was collected with the registration forms distributed during the first week.
All participants were asked to complete these forms. These forms were cross-referenced
and given a personal identification number. Each family member (not ill member) was
administered the two indices namely, (1) Coping Styles Questionnaire and (2) The
Family Questionnaire as Pre-test Measures and asked to complete them during the half
day seminar. The second week, a three hour Psychoeducation Seminar was held only for
the Treatment Group (23 randomly assigned family members) who attended. The threehour length of the seminar was utilized solely because it was the maximum allotted time
that the facility could be used. The program presented dealt with certain topics such as
the diagnosis of schizophrenia/schizoaffective disorder, dissociative, and bipolar disorder
(i.e. myths, medical compliance, side-effects, maintenance, etc., neuro-physiology &
genetics, medication implications & contra-indications, social & community services,
recovery model goals, behavior modification therapy, life-style changes, diet, exercise,
etc.). Several guest/keynote speakers provided mini-presentations in their respective
areas of interests (hospital/clinical administrator, neuro-psychologist, religious
representative, financial planner, exercise physiologist, social worker, marriage & family
therapist, recovery model consumer, family members, etc.) and related how family
members and primary caregivers can develop and maintain viable coping strategies that
augment recovery for their ill relatives or consumers. One week following the three-hour
seminar, the previous measures were administered as posttests to all of the 16 family
members in the treatment as well as control group. All participants have been debriefed.

Results
A 2 x 4 between and within subjects ANOVA analysis was performed on 6
subscales of two measures, namely, the Coping Styles Questionnaire (IV) and the Family
Questionnaire(DV) for a control and a treatment group (contx): rational coping (ratcop),
emotional coping (emcop), detached coping (detcop), avoidant coping (avcop), criticism
(crit), and emotional over-involvement (emote).
SPSS Repeated Measures ANOVA was used for the analyses with the
hierarchical adjustment for nonorthogonality. Order of entry of IVs was coping ratcop,
emcop, detcop, avcop, and contx. Total N = 46 was reduced to 23 with the deletion of
cases missing values (n = 23) on various subscales. Missing values on various subscales
along with the attrition rate were the overall reasons for the diminished total number of
cases. There were no univariate or multivariate within cell outliers at alpha level = .05.
Results of evaluation of assumptions of normality, homogeneity of variance-covariance
matrices, linearity, and multicollinearity were satisfactory. There were no applicable
co variates.
Table 1.1
Groups * Diagnosis Crosstabulation
Total

Diagnosis
schizophrenia

schizoaffective

8

1

2

9

20

% within Groups

40.0%

5.0%

10.0%

45.0%

100.0%

treatment group

8

0

2

13

23

% within Groups

34.8%

0%

8.7%

56.5%

100.0%

Groups
control group

bipolar

multiple
Diagnoses

Note: Results depict the specific diagnosis by the treatment group randomly assigned.
There were 37.2% (schizophrenia), 2.3% (schizoaffective), 9.3% (bipolar), and 51.2 %
(multiple diagnoses) in the totals for both the control and treatment groups.
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Table 1.2
Gender * Diagnosis Crosstabulation
Total

Diagnosis

Schizophrenia schizoaffective bipolar multiple diagnoses
5

1

2

7

15

33.3%

6.7%

13.3%

46.7%

100.0%

11

0

2

15

28

% within gender

39.3%

.0%

7.1%

53.6%

100.0%

Total

16

1

4

22

43

% within gender

37.2%

2.3%

9.3%

51.2%

100.0%

Gender

male

% within gender
female

Note. In Table 1.2, the results yielded the following total percentages per diagnosis and
gender: 11.6% (male-schizophrenia), 2.3% (male-schizoaffective), 4.7% (male-bipolar),
and 16.3% (male-multiple diagnoses); 25.6% (female-schizophrenia), 0% (femaleschizoaffective), 4.7% (female-bipolar), 34.9% (female-multiple diagnoses).

Table 1.3
Heritage * Diagnosis Crosstabulation
Total

Diagnosis
Heritage

Schizophrenia schizoaffective bipolar multiple diagnoses

AA-African American
% within Heritage
EA- European American
% within Heritage
HA-Hispanic American
% within Heritage
Total
% within Heritage

6
50.0%

0

0

0%

0%

6

1

23.1%

3.8%

3

0

0

75.0%

0%

0%

16

1

37.2%

2.3%

4

15.4%

4
9.3%

6

12

50.0%

100.0%

15
57.7%
1
25.0%
22

51.2%

26
100.0%
4

100.0%
43

100.0%

Note. In Table 1.3, the results yielded the following total percentages according to
heritage and diagnosis: 14% (AA-schizophrenia), 0% (AA-schizophrenia), 0% (AAbipolar), 14% (AA-multiple diagnoses), 14% (EA-schizophrenia), 2.3% (EAschizoaffective), 9.3% (EA-bipolar), 34.9% (EA-multiple diagnoses); 7% (HAschziophrenia), 0% (HA-schizoaffective), 0% (HA-bipolar), 2.3% (multiple diagnoses);
Totals within heritage: 37.2% (schizophrenia), 2.3% (schizoaffective), 9.3% (bipolar) and
51.2% (multiple diagnoses).

Table 1.4
Relationship to Patient * Diagnosis Crosstabulation
Total

Diagnosis
schizophrenia schizoaffective bipolar multiple diagnoses
rel to patient

spouse

% within rel to patient
mother
% within rel to patient
father

1
33.3%
2

25.0%
1

0
33.3%
0
0%

1

1

3

.0%

33.3%

100.0%

1

5

8

62.5%

100.0%

3

4

12.5%

0

0

0%

0%

0

0

0

0%

0%

0%

0

0

0

1

0%

0%

0%

0

0

1

% within rel to patient

0%

0%

extended family

0

0

% within rel to patient

0%

0%

% within rel to patient
brother
% within rel to patient
daughter
% within rel to patient
son

25.0%
1
100.0%

100.0%
2

66.7%

75.0%

100.0%
0
0%

1
33.3%

primary caregiver

10

0

0

11

% within rel to patient

47.6%

0%

0%

52.4%

Total

15

1

4

22

% within rel to patient

35.7%

2.4%

9.5%

52.4%

100.0%
1
100.0%
1
100.0%
1
100.0%
3

100.0%
21
100.0%
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100.0%

Note. In Table 1.4, the results yielded the following total percentages for relationship to
patient based on diagnosis: spouse - 2.4% (schizophrenia), 2.4% (schizoaffective), 0%
(bipolar), 2.4% (multiple diagnoses); mother - 4.8% (schizophrenia), 0%
(schizoaffective), 2.4% (bipolar), 11.9% (multiple diagnoses); father - 2.4%
(schizophrenia), 0% (schizoaffective), 0% (bipolar), 7.1% (multiple diagnoses); brother
2.4% (schizophrenia), 0% (schizoaffective), 0% (bipolar), 0% (multiple diagnoses);
daughter - 0% (schizophrenia), 0% (schizoaffective), 0% (bipolar), 2.4% (multiple
diagnoses); son - 0% (schizophrenia), 0% (schizoaffective), 2.4% (bipolar), 0% (multiple
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diagnoses); extended family - 0% (schizophrenia), 0% (schizoaffective), 4.8% (bipolar),
2.4% (multiple diagnoses); primary caregiver - 23.8% (schizophrenia), 0%
(schizoaffective), 0% (bipolar), 26.2% (multiple diagnoses).
Table 2.1
Grand Mean
Grand Mean

Lower Bound

Upper Bound
40.04

37.73

38.89

As indicated in Table 2.1,the grand mean for all of the cases was 38.89.
Table 2.2
Groups
Upper Bound

Groups

Mean

Lower Bound

control group

39.54

37.84

41.25

treatment group-psy ed

38.23

36.655

39.80

Note. In Table 2.2, after tabulation of all of the cases (pretest), the mean for the control
group was 39.544 and the mean for the treatment group was 38.23.
Table 2.3
Analysis of Variance-Tests ofWithin-Subjects Effects - All Cases (Pretest Only)
Source
Family

Sum of Squares df
82.30

Mean Square

F

Sig.

1

82.30

3.57

.07

Family *

27.75

1

27.75

1.21

.28

Contx

27.75

1

27.75

1.21

.28

Note. In Table 2.3, the non significant results of .07 (dependent variable) and .28
(interaction w/groups) were yielded.

Table 2.4
Tests ofBe tween-Subjects Effects- All Cases (Pretest Only)
Source
Contx

Type III Sum of Squares df Mean Square
2.14

1

2.14

F

Sig.

.06

.81

Note. In Table 2.4, the non significant difference between the control and treatment
groups is .81.

Table 3.1
Descriptive Statistics
Mean

Std. Deviation

N

34.80

7.56

10

33.00

5.38

13

47.10

6.11

10

48.69

6.14

13

39.80

5.84

10

39.30

3.44

13

37.20

4.21

10

35.15

3.02

13

34.10

10.37

10

treatment group

29.77

6.86

13

emotional coping posttest control group

47.50

7.50

10

49.08

7.47

13

37.60

7.95

10

37.15

4.54

13

37.10

5.97

10

35.92

3.93

13

Groups
rational coping pretest control group
treatment group
emotional coping pretestcontrol group
treatment group
detached coping pretest control group
treatment group
avoidant coping pretest control group
treatment group
rational coping posttest control group

treatment group
detached coping posttest control group
treatment group
avoidant coping posttest control group
treatment group

Note. Referring to the descriptive statistics in Table 3.1, the first comparison to make is
the difference in the group means between the control (pretest) and the treatment
(posttest) for each scale (i.e. rational, emotional, detached, & avoidant). None of the
differences in mean scores between groups were statistically significant. The mean for
rational coping is almost identical for both the pre and post tests for the control group,
however, the mean for the treatment group posttest did decrease. The mean for emotional
coping for the control group (pre & post) is almost identical. However, the mean for the
treatment group increased with the posttest scores. The mean for the detached coping
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actually decreased for the control and treatment group from the pretest to the posttest.
The mean for the avoidant coping was again almost identical for the control group, pre
and post tests and very similar findings for the treatment group pre and post tests as well.
Table 3.2
Analysis of Variance-Tests ofBetween-Subjects Effects
Source

Type III Sum of Squares df Mean Square

Contx

2.14

1

2.14

F

Sig.

.06

.81

Note. In Table 3.2, the non significant difference between the control and treatment
groups is .81.
Table 3.3
Analysis of Variance-Tests ofWithin-Subjects Effects
Source

Type III Sum of Squares df

Mean SquareF

Sig.

PREPOST

32.97

1

32.97

2.34

.14

PREPOST * CONTX

1.88

1

1.88

.13

.72

Error(PREPOST)

295.34

21

14.06

FAMCOP

5742.61

3

1914.20

32.68

.00

FAMCOP * CONTX

130.61

3

43.54

.74

.53

Error(FAMCOP)

3690.72

63

58.58

PREPOST * FAMCOP

67.28

3

22.43

.92

.44

PREPOST * FAMCOP * CONTX

18.36

3

6.12

.25

.86

Error(PREPOST*FAMCOP)

1541.85

63

24.47

Note. In Table 3.3 The within subjects effects for the pre and posttests main effects as
well as interactions were for the pre& posttests; pre& posttests*control& treatment;
family & coping; family & coping * control & treatment; pre& posttests * family &
coping; pre& posttests *family & coping * control & treatment (.14; .72; .00; .53; .44;
.86, etc.), respectively are presented. There were no significant main effects or
interactions for prepost; prepost * contx; famcop; famcop*contx; prepost*famcop;
prepost* famcop * contx, respectively.

Table 3.4
Analysis of Variance-Tests ofBetween-Subjects Effects
Source

Type III Sum of Squares

df

Mean Square

F

Sig.

.86

.36

CONTX

35.85

1

35.85

Error

873.57

21

41.60

Note. In Table 3.4, the between subjects effect for the control & treatment groups was
(.36). This is not a significant value and therefore indicates that there is no main effect for
the control or treatment group as they pertain to rational coping, emotional coping,
detached coping, or avoidant coping in relation to family relationships.

Table 4.1
Descriptive Statistics
Groups
control group

Mean
25.50

Std. DeviationN
12
6.83

treatment group

26.14

3.88

14

Total

25.85

5.33

26

28.42

5.14

12

treatment group

26.21

5.191

14

Total

27.23

5.19

26

control group

25.25

6.72

12

treatment group

25.64

5.26

14

Total

25.46

5.85

26

emot over involmt

control group

26.25

4.90

12

(posttest)

treatment group

25.14

4.85

14

Total

25.65

4.81

26

criticism pretest

emot over involmt
(pretest)

criticism posttest

control group

Note. In Table 4.1, the mean scores for the control group for criticism were 25.50
(pretest) and 25.25 (posttest). The mean scores for the treatment group for criticism were
26. 14 (pretest) and 25.64 (posttest). The mean scores for the control group for emotional
over-involvement were 28.42 (pretest) and 26.25 (posttest). The mean scores for the
treatment group for emotional over-involvement were 26.21 (pretest) and 25.14
(posttest).
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Table 4.2
Analysis of Variance-Tests of Within-Subjects Effects
F

Sig.

25.69

2.34

.14

1

1.15

.11

.75

263.09

24

10.96

Prepost

19.65

1

19.65

.63

.44

Prepost * Contx

30.50

1

30.50

.98

.33

Error(Prepost)

749.59

24

31.23

Famqst * Prepost

10.00

1

10.00

1.08

.31

1

2.92

Source

Type III Sum of Squares df

Famqst

25.69

1

Famqst * Contx

1.15

Error(Famqst)

2.92

Famqst * Prepost *

Mean Square

.32

Note. In Table 3.2, the within subjects results for the main effects and interactions were
for the famqst; famqst * contx; prepost; prepost* contx; famqst* prepost and famqst*
prepost* contx (.14; .75; .44; .33; .31; .58), respectively. There were no significant main
effects or interactions for family relationships, coping styles, pre and posttests scores for
the control or treatment groups.
Table 4.3
Tests of Between-Subjects Effects
Source
Contx
Error

Type III Sum of Squares df

Mean Square

8.35

1

8.3

1540.66

24

64.19

F

Sig.

.13

.72

Note. In Table 4.3, the between subjects effect for contx was .721. There was no main
effect for the control or treatment group pertaining to family relationships.

Table 5.1
Intercorrelations Between Subscales for Family and Coping Styles
Questionnaires (Pretest)
criticism

Subscale

1. criticism

Pearson
Sig. (2-tail)
N

emotional
coping
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2. emotional
overinvolment

Pearson
Sig. (2-tail)
N

3. rational
coping

Pearson
.40(*)
Sig. (2-tail)
.01
N
37

4. emotional
coping

emotional
rational
overinvol- coping
ment

.19
.28
33

Pearson
-.54(**)
Sig. (2-tail)
.00
N
37

35
.07

.69
33

40

-.35(*)
.05

-.40(*)

.01

33

40

42

.22
.24
32

.71(**)
38

-.29
.08
38

-.23

12

.64(**)

.21

.47

.00

33
* Correlation is significant at the 0.05 level (2-tailed).
** Correlation is significant at the 0.01 level (2-tailed).

38

38

5. detached
coping

6. avoidant
coping

Pearson
Sig. (2-tail)
N

.41(*)
.02

35

Pearson
-.47(**)
Sig. (2-tail)
.00
N
37

.00

Note. In Table 5.1, the correlations between the coping styles subscales (IV) and the
family questionnaire subscales (DV) are displayed. Criticism and rational coping was
positively related at a value of .40*; criticism and emotional coping was negatively
related at a moderate value of -.54**; emotional overinvolvement and emotional coping
was negatively related at a value of -.35*; rational coping and emotional coping were
negatively related at a value of -.40*; detached coping and criticism was positively
related at a value of .41 *; detached coping and rational coping was highly positively
related at .71 **; avoidant coping and criticism was moderately negatively related at
-.47** and finally, avoidant coping and emotional coping was moderately positively
related at .64**. Correlation is significant at the 0.05 (*) and 0.01 (**) level; two-tailed
and one-tailed.

Discussion
Though none of the statistical findings for main effects and interaction effects are
significant, the directional markers are encouraging. Therefore, for this present study, the
null hypothesis is intact regarding the hypotheses of significant mean score differences
within or between the control and treatment groups. In other words, psychoeducation was
not found to make a significant improvement in the coping styles or familiar relationships
of patients suffering with schizophrenia, schizoaffective disorder, dissociative and bipolar
disorder. However, with the exception of the detached coping subscale means, all of the
other subscales means for the independent and dependent variables are headed in the
right direction of the prescribed hypotheses.
The initial extremely small sample size in this study (Total N = 46) was further
compromised by a series of factors. In the midst of a statewide disaster (i.e. several
arson-related fires that caused several deaths and billion dollars of property destruction),
the education seminar (IV) was sorely impacted by a very low attendance (i.e. 16
treatment group members). The next very troublesome factor was the attrition rate of
participants. The design of this study entailed participation over a three week time period
and unfortunately, several of the pretest participants chose not to complete the posttest
and therefore had to be eliminated as viable participants. Their data was much needed in
lieu of the original small sample size. Thirty-two participants completed and submitted
the posttests. To compound the results, several participants (n = 14) chose not to
complete and submit the posttest and several participants (n = 9) chose not to respond to
every question and their data was ultimately discarded during the computational analyses.
Due to some missing values (n = 23 cases) in the data, the total number of cases (Total N
= 23) was reduced. However, there were no significant differences between the pretest
and posttest participants.
The composition of the sample participants was unique in that many of the family
members are members of the National Alliance for the Mentally Ill (NAMI), San
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Bernardino Chapter. This factor could possibly account for the much smaller mean score
differences between the control and treatment groups. Afterall, the average NAMI
member is much more active in terms of family advocacy and perhaps was not as
uninformed as the average family member of chronically mentally ill patients, namely
with a diagnoses of schizophrenia, schizoaffective, dissociative, and bipolar disorder that
attended the seminar. In addition, two thirds of the sample were European-American
women and women tend to be the primary caregiver of mentally ill patients more often
than not. Possibly, these women were better informed than most caregivers of the
chronically mentally ill. These factors perhaps account for why there was so little
potential for a main or interaction effect. Though randomly assigned, the control and
treatment groups were almost perfectly homogeneous in terms of distribution of
diagnoses. Therefore, the sampling diagnoses were equally represented. Mothers held
the dominant percentage as far as family members were concerned but primary caregivers
shared the largest portion in caring for schizophrenic as well as multiple diagnoses
patients. Again, these findings are consistent with the historical data on women/mothers
and their role as primary caregivers of the chronically mentally ill. Consequently, with
all of the aforementioned considerations, the resulting directional markers may indicate
the need for future research.
The correlations between the various subscales were indeed encouraging and
proved to be significant at both the one and two-tailed levels. The hypothesis predicting
an overall negative correlation between the coping styles subscales (IV) of task rational
& emotional coping and the family questionnaire subscales (DV) of criticism &
emotional overinvolvement were affirmed statistically. Given the relatively high
reliability coefficients for the subscales of both measures, these predictions of negative
correlations were expected when the results yielded them. These results prompt a
hopeful expectation that enhancing family members’ coping styles directly decreases the
tendencies for criticism and emotional over-involvement when caring for ill relatives. In
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addition, criticism and emotional over-involvement have been cited as direct links to
relapse and rehospitalization. Therefore, any intervention that decreases these two
negative effects, is bound to also serve as a deterrent to mental illness relapses.
There are several more implications that can be drawn from this study. First,
though there were no statistically significant findings of main effects or interactions
between family relationships and coping styles and psychoeducation, the majority of the
posttest scores decreased/increased in the desired direction. This implies that given an
adequate sample size, the analyses would have yielded statistically significant results.
That is, psychoeducation maybe a viable intervention in informing, educating, providing
a forum, promoting family advocacy and supporting family members who have relatives
diagnosed with schizophrenia, schizoaffective disorder, dissociative, and/or bipolar
disorder.
Secondly, statistical significance may be achievable through replication if true
experimental controls are implemented. While conducting this collaborative research,
experimental controls should include similar design features such as random assignment,
a control and treatment group, and pre and posttest measures. The choice of dependent
and independent variables may be modified based on the researcher’s inquiry. However,
it is suggested that a “perceived problems list” be generated from the family members.
This list could include any issues/factors that family members perceive as being
problematic to caring for their mentally ill relative. Once these perceived factors are
listed, the most common ones noted could be selected as independent variables (i.e.
ethnicity, age, gender, cultural practices, diagnosis, etc.). In addition, the statistical
analysis may differ based on the grouping variables selected. The researcher may decide
to conduct an ANCOVA repeated measures analysis as opposed to simply an ANOVA
repeated measures analysis. An ANCOVA analysis would include the addition of one or
more covariates and be used to partial out a percentage of the variance in the dependent
variable. For example, assuming statistical significance will be achieved, the replicate
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study may include covariates of age, gender, and cultural practices, an ANCOVA
analysis would analyze what percentage of each of these covariates influenced the
dependent variable of familial relationships. In other words, when controlling for the
effects of age and gender, are there changes within subjects in familial relationships from
the pretests to the posttests? Does age account for a significant portion of the familial
relationships? Gender? Cultural practices? Are there any interaction effects between age,
gender, cultural practices, and familial relationships? An ANCOVA analysis would
specifically answer and quantify these questions.
Another design consideration could be to extend the time frame of the experiment
to three months as opposed to three weeks. Perhaps the time threats associated with this
longer time frame will be reduced or held constant and statistically significant results can
be achieved by allowing several psychoeducation sessions as opposed to just one three
hour session.
A final recommendation regarding a replicated study could be to monitor the
amount of time (i.e. clock hours) that each key family member/primary caregiver spends
with an ill relative and examine whether this factor directly impacts the coping styles and
familial relationships.
Thirdly, current literature attests to the fact that assessing and enhancing the
coping styles of family members may yield very positive results in terms of augmenting
much healthier family environments. Psychoeducation has been documented as a viable
intervention for aiding families in achieving realistic coping strategies. The literature
also documents that the better the coping skills of the caregiver, the better the
relationships and interactions will be between that caregiver and the mentally ill
patient/family member that they care for.
Fourth, the expressed emotions of the primary caregiver(s) may be reduced from
high to low levels given the directional markers of pretests to posttests scores in this
study. Since high expressed emotions has been identified as probable risk factors for
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relapse in patients suffering with schizophrenia and/or schizoaffective disorder, any
directional indicators of a significant reduction in high EE scores are desired. Though all
of the participants did not exhibit high expressed emotions score on the pretests, the
directional markers still shifted downward on the posttests and may indicate a tendency
towards a reduction in expressed emotions scores just the same.
Fifth, practical significance is always desirable and anecdotally, it appears it was
achieved in this study. A significant portion of the participants indicated that they really
gleaned a wealth of knowledge from simply completing the two measures (pre and
posttests) and attending the seminar. They especially enjoyed being able to share their
personal stories of what it is like to care for a mentally ill family member.
Finally, though this study attempted to empirically validate the merits of utilizing
psychoeducation as an effective intervention for distressed families/caregivers attempting
to cope with a mentally ill relative/patient, it simply yielded some significant correlations
between expressed emotions and caregiver coping skills. Positive associations have been
inferred, now a possible replication study can more firmly confirm if there are any causal
indicators between these variables. This study did not achieve statistical significance with
the findings based on a sample drawn primarily from an advocacy association (i.e.
NAMI), yet members of NAMI certainly verbalized the experimental practical
significance they gleaned from this study. Several participants who attended the seminar
have gone on to become active members of NAMI and pursue more definitive
participation in advocating on behalf of the mentally ill. Therefore, any information
disseminated through psychoeducation, that assists family members/caregivers in
providing optimal care for mentally ill relatives/patients and help them become and
remain healthy, should be duly recognized, warranted, and pursued.
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Appendix 1
TYPES OF SCHIZOPHRENIA

•

Disorganized Type - Prominent features include disorganized speech, behavior,
and inappropriate or flat affect.

•

Catatonic Type - Primary features include severe psychomotor disturbances
including immobility, excessive motor activity, echolalia (a parrot-like senseless
repetition of words) or echopraxia (repetitive imitation of the movement of
another person).

•

Paranoid Type - Presence of auditory hallucinations and delusions of
persecution and grandeur.

•

Residual Type - This type of schizophrenia does not include any prominent
delusions, hallucinations, disorganized speech, or catatonic behavior. But there is
a prominent presence of negative symptoms.

•

Undifferentiated Type - The symptoms for schizophrenia are met, but the
prominent features do not fall into the other four categories.
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Appendix 2

Diagnostic Criterion for Schizophrenia
A. Characteristic symptoms: Two (or more) of the following, each present fora
significant portion of time during a 1-month period (or less if successfully treated):

(1) delusions
(2) hallucinations
(3) disorganized speech (e.g., frequent derailment or incoherence)
(4) grossly disorganized or catatonic behavior
(5) negative symptoms, i.e., affective flattening, alogia, or avolition

Note: Only one Criterion A symptom is required if delusions are bizarre or
hallucinations consist of a voice keeping up a running commentary on the
person's behavior or thoughts, or two or more voices conversing with each other.

B. Social/occupational dysfunction: For a significant portion of time since the
onset of the disturbance, one or more major areas of functioning such as work,
interpersonal relations, or self-care are markedly below the level achieved prior
to the onset (or when the onset is in childhood or adolescence, failure to achieve
expected level of interpersonal, academic, or occupational achievement).
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C. Duration: Continuous signs of the disturbance persist for at least 6 months.
This 6-month period must include at least 1 month of symptoms (or less if
successfully treated) that meet Criterion A (i.e., active-phase symptoms) and
may include periods of prodromal or residual symptoms. During these prodromal
or residuals periods, the signs of the disturbance may be manifested by only
negative symptoms or two or more symptoms listed in Criterion A present in an
attenuated form (e.g., odd beliefs, unusual perceptual experiences).

D. Schizoaffective and Mood Disorder exclusion: Schizoaffective Disorder and
Mood Disorder with Psychotic Features have been ruled out.

E. Substance/general medical condition exclusion: The disturbance is not due to
the direct physiological effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition.

F. Relationship to a Pervasive Developmental Disorder. If there is a history of
Autistic Disorder or another Pervasive Developmental Disorder, the additional
diagnosis of Schizophrenia is made only if prominent delusions or hallucinations
are also present for at least a month (or less if successfully treated).

Appendix 3

Positive and Negative Symptoms
The symptoms of schizophrenia are often categorized as positive or negative.
Positive symptoms refer to the presence of excessive or bizarre behaviors and
cognition (Comer, 2001). Negative symptoms represent a deficit or absence of
normal thoughts, behaviors, and emotions (Comer, 2001). The table below
summarizes the differences between positive and negative symptoms:
Positive

Negative

Delusions
Hallucinations
Disorganized speech
Bizarre thought disorders
Inappropriate affect

Lack of motivation, apathy (or avolition)
Social withdrawal
Alogia or poverty of speech
Blunted or flat affect

Responsiveness to
psychotropic
medication

Good

Poor

Reactions of family
members

Initially, upon the display of
the delusions and
hallucinations, family
members realize there is
something clearly wrong.
Consequently, a concerted
effort in seeking help is
displayed.

Often family members attribute the
symptoms to the patient being lazy or if
the onset is during adolescence, family
might excuse it as being an adolescent
phase.

Prognosis

Fair

Poor

Category of
Schizophrenia

Type I - Some label those
individuals who have
predominately the positive
symptoms as Schizophrenia,
Type I.

Type II - Some label those individuals
who predominately display negative
symptoms as Schizophrenia, Type II.

Symptoms
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You are cordially invited to participate in a Loma Linda
University research study if you are the family member or
primary caregiver of a patient with Schizophrenia,
Schizo-affective Disorder, Bi-Polar Disorder, or Multiple
Personalities. This student research project will see if
specific education will provide family members with
helpful coping skills. If you would like information on how
to participate in this project, please call or e-mail the
following no later than Oct. 24, 2003. Your participation is
greatly appreciated.
Judith Marie Watiti
Loma Linda University
Anderson Street, Psychology Dept.
Loma Linda, CA 92354
email: iudithmw@iuno.com
(760) 948-7177
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Loma Linda University Informed Consent
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J^oma jQnda University
11130 Anderson Street
Loma Linda, California 92350
(909)558-8577
FAX: (909) 558-0171

Graduate School
Department ofPsychology

Education about Schizophrenia, Schizo-affective, Bi Polar, and Multiple
Personalities and Coping Styles in these Families
Purpose of Study
You are invited to participate in a research study because you have a family member who has
schizophrenia, schizo-affective disorder, Bi-Polar Disorder, or Multiple Personalities and who resides in
San Bernardino County. The purpose of the study is to examine the effect(s) of education in helping family
members cope with patients with these disorders.
Your Involvement in the Study
If you agree to participate in the project, you will be assigned by a flip of a coin to one of two study groups
and asked to participate over a three week period. One group will attend an educational program and the
other will not. Neither you nor the researcher will have any control over which group you are assigned.
At the initial half hour session, all participants will be asked to complete a registration form and another
form that will tell us information about yourself and problems you may be having within your family.
After completing the two forms, each attendee will be given two pre-test surveys. On one survey, you will
be asked questions about how you cope with problems in your life. On the other survey, you will be asked
questions dealing with family relationships such as criticism and emotional/over-involvement. Both
surveys are in a multiple-choice format and you should select the best choice that describes you or your
situation/feelings in dealing with the mentally ill family member.
During the second session, one group will be invited to attend a three hour seminar offering information
and materials about the diagnosis and care of mentally ill patients. The presenters include: Hospital/Clinic
Administrator, Psychiatrist, Psychiatric Nurse/Technician, Neuro-Psychologist, Pharmacist, Social Services
Representative, Community Representative, Family Members, Medical Doctor, Exercise Physiologist, Law
Enforcement Personnel, and Religious Representative.
Examples of the topics to be presented are: what are the symptoms of schizophrenia, what medications are
effective, how to cope with non-compliant patients, what are some of the legal rights of the schizophrenic
patient, what are some the legal rights of family members, what are some of the community referral
sources, what are some of the current legislation dealing with caring for a mentally ill patient. Attendees
will be able to ask questions of the presenters.
During the third half hour session, both groups will be asked to complete the same surveys that they
completed the first week to see if their opinions have changed.
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Risks and Concerns of Being in this Study
Your involvement in this study is unlikely to cause more discomfort than what you would normally
experience in day to day life. However, some of the questions in the surveys are very personal and may be
difficult to answer. Although you are encouraged to answer all of the questions, if any are too
uncomfortable, simply go on to the next question and leave any that you are not comfortable with blank. If
at any time during the seminar attendees feel uncomfortable, you are encouraged to tell the researcher your
concerns and may decide to leave as well.
Benefits of Being in this Study
Whether or not you benefit directly from your participation in this study, the results of this study may help
health/social services professionals better understand the possible value of education to family members of
patients with schizophrenia, schizo-affective, Bi-Polar, or Multiple Personalities.
Alternative
Some helpful information is available at no charge, offered by the “National Alliance for the Mentally Ill
(NAMI)” and the “Treatment Advocacy Center”. Request a detailed handout at the end of your
participation in this study.
Cost and Compensation
There will be no cost to you for your participation in this study.
Right to Withdraw from the Study
Your participation in this study is voluntary. Whether you choose to participate in this study or not, you
have the right to withdraw at any time without fear of penalty, prejudice, reprisal, or loss of any current
services. As stated previously, you may elect to not answer any question(s) that cause(s) you any undue
stress or discomfort. In addition, you may elect not to complete the seven hour educational seminar if at
any time you experience any undue discomfort relating to one of the topics discussed.

A SEVENTH-DAY ADVENTIST HEALTH SCIENCES INSTITUTION
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Confidentiality
All information learned about you and your family members during this study will be kept confidential by
the researchers. An identifying number will help us track your responses during the study and your name
will not be directly attached to your study answers.
Study Investigator
If you have any questions now or at any time during this study, please call the principal investigator, Dr.
David Chavez, PhD., Department of Psychology, California State University/San Bernardino, (909) 8805572.
Impartial Third Party Contact
If you wish to talk to an impartial person not associated with this research regarding any complaint or
concern you may have about the study, you may contact the Office of Patient Relations, Loma Linda
University Medical Center, Loma Linda, CA 92354, (909) 558-4647.
INFORMED CONSENT
By signing this consent form, I acknowledge that I have been informed of the nature of the research, the
anticipated time involvement, and any benefits and risks of the study. I have received both written and
verbal information. I have been given the opportunity to ask questions about the research and they have
been answered to my satisfaction. My signature below also acknowledges that I have been given a copy of
this form and a copy of the California Experimental Subjects’ Bill of Rights for my records.

Participant’s Name

Participant’s Signature

Date

Witness

Investigator’s Statement
I have reviewed the contents of the consent form with the person signing above. I have explained
potential risks and benefits of the study.

Investigator

Phone Number

Date

A SEVENTH-DAY ADVENTIST HEALTH SCIENCES INSTITUTION

Appendix 6

(RETYPED WITH PERMISSION)
Identifier Number:
Date:
This questionnaire list different ways in which families try to cope with everyday problems. For each item,
please indicate how often you have reacted to the patient in this way. There are no right or wrong
responses. It is best to note the first response that comes to mind. Please respond to each question, and
mark only one response per question. Please place an “x” on the line of the answer you select.

Never
Very
Rarely

Rarely Often

1.
2.
3.
4.
5.
6.
7.
8.
9.

I tend to neglect myself because of him/her.
I have to keep asking him/her to do things.
I often think about what is to become of him/her.
He/She irritates me.
I keep thinking about the reasons for his/her illness.
I have to try not to criticize him/her.
I can’t sleep because of him/her.
it’s hard for us to agree on things.
When something about him/her bothers me, I keep it
to myself.
10. He/She does not appreciate what I do for him/her. 11.1 regard my own needs as less important.
12. He/She sometimes gets on my nerves.
13. I’m very worried about him/her.
14. He/She does some things out of spite.
15.1 thought I would become ill myself.
16. When he/she constantly wants something from me,
it annoys me.
17. He/She is an important part of my life.
18. I have to insist that he/she behave differently.
19. I have given up important things in order to be
able to help him/her.
20. I’m often angry with him/her.
Corresponding author. Tel.: +49-7071-298 2297; fax: +49-7071-29 4141; email:
georg.wiedemann@med.uni-tuebingen.de
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Often

—
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Appendix 7
THE COPING STYLES QUESTIONNAIRE
(Reprinted with permission)

Identifier number:_____________
Date:________________________
Instructions: Although people may react in different ways to different situations, we all tend to have a
characteristic way of dealing with things which upset us. How would you describe the way you typically
react to stress? Circle Always (A), Often (O), Sometimes (S), or Never (N) for each item below:

1. Feel overpowered and at the mercy of the situation.

A

O

S

N

2. Work out a plan for dealing with what has happened.

A

O

s

N

3. See the situation for what it actually is and nothing more.

A

O

S

N

4. See the problem as something separate from myself so I can deal with it.

A

O

S

N

5. Become miserable or depressed.

A

O

S

N

6. Feel that no—one understands.

A

O

S

N

7. Stop doing hobbies or interests.

A

O

N

8. Do not see the problem or situation as a threat.

A

O

s
s

N

9. Try to find the positive side to the situation.

A

O

S

N

10. Become lonely or isolated.

A

O

S

N

11. Daydream about times in the past when things were better.

A

O

S

N

12. Take action to change things.

A

O

s

N

13. Have presence of mind when dealing with the problem or circumstances.

A

O

S

N

14. Avoid family or friends in general.

A

O

s

N

15. Feel helpless—there’s nothing you can do about it.

A

O

S

N

16. Try to find out more information to help make a decision about things.

A

O

S

N

17. Keep things to myself and not let others know how bad things are for me.

A

O

S

N

18. Think about how someone I respect would handle the situation and try to

A

O

S

N

19. Feel independent of the circumstances.

A

O

s

N

20. Sit tight and hope it all goes away.

A

O

S

N

21. Take my frustrations out on the people closest to me.

A

O

S

N

22. ‘Distance’ myself so I don’t have to make any decision about the situation.

A

O

S

N

23. Resolve the issue by not becoming identified with it.

A

O

s

N

24. Assess myself or the problem without getting emotional.

A

O

S

N

25. Cry, or feel like crying.

A

O

S

N

26. Try to see things from the other person’s point of view.

A

O

S

N

27. Respond neutrally to the problem.

A

O

S

N

do the same.
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28. Pretend there’s nothing the matter, even if people ask what’s bothering me. A

O

S

N

29. Get things into proportion-nothing is really that important.

A

O

s

N

30. Keep reminding myself about the good things about myself.

A

O

S

N

31. Feel that time will sort things out.

A

O

S

N

32. Feel completely clear-headed about the whole thing.

A

O

N

33. Try to keep a sense of humor-laugh at myself or the situation.

A

O

34. Keep thinking it over in the hope that it will go away.

A

O

35. Believe that I can cope with most things with the minimum of fuss.

A

O

s
s
s
s

36. Try not to let my heart rule my head.

A

O

S

N

37. Eat more (or less) than usual.

A

O

S

N

38. Daydream about things getting better in the future.

A

O

N

39. Try to find a logical way of explaining the problem.

A

O

40. Decide it’s useless to get upset and just get on with things.

A

O

s
s
s

41. Feel worthless and unimportant.

A

O

S

N

42. Trust in fate—that things have a way of working out for the best.

A

O

s

N

43. Use my past experience to try and deal with the situation.

A

O

S

N

44. Try to forget the whole thing.

A

O

N

45. Just take nothing personally.

A

O

46. Become irritable or angry.

A

O

47. Just give the situation my full attention.

A

O

s
s
s
s

48. Just take one step at a time.

A

O

S

N

49. Criticize or blame myself.

A

O

S

N

50. Simply and quickly disregard all irrelevant information.

A

O

S

N

51. Pray that things will just change.

A

O

S

N

52. Think or talk about the problem as if it did not belong to me.

A

O

S

N

53. Talk about it as little as possible.

A

O

S

N

54. Prepare myself for the worst possible outcome.

A

O

S

N

55. Feel completely calm in the face of any adversity.

A

O

s

N

56. Look for sympathy and understanding from people.

A

O

S

N

57. See the thing as a challenge that must be met.

A

O

s

N

58. Be realistic in my approach to the situation.

A

O

S

N

59. Try to think about or do something else.

A

O

S

N

60. Do something that will make me feel better.

A

O

S

N

N
N
N

N
N

N
N
N
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Presenters’ Outlines
Theoretical Premise
Coping strategies of patients as well as their family members serve to influence the
cohesiveness, adaptability, and mastery of perceived family interactions and resources
(Monat and Lazarus, 1991). Many times, the trauma and difficulties patients and families
encounter are exacerbated by the social stigma of the illness (Fung & Fry, 1999).
According to Fung et al. (1999), the most important variable to successful case
management for community health nurses and other health professionals is to provide the
family ongoing psychoeducation.
Schizophrenia often prevents people from accomplishing or maintaining treasured
adult roles such as husband or wife, parent, employee or friend (Cook, Cohler, Pickett &
Beeler, 1997). Consequently, utilizing an integrated community service model where
general practice and mental health services are intertwined to meet patient needs is the
most expeditious delivery of services (Keks, Altson, Sacks, et al., 1997). Information
about schizophrenia, various healthy ways of coping with the graphic manifestations, and
the need for increased contact with doctors are extremely important priorities for the
caregivers of schizophrenic patients (Winefield et al., 1994).
The concern is that patients and family members differentiate between primary and
secondary prevention (Hafner, 2002). Primary prevention entails family members not
only understanding the disease but also knowing how to access and activate the necessary
services to curtail rehospitalization of their family member. Psychoeducation modalities
must not only address current treatment interventions that lend stability and clarity to the
family unit but must also acknowledge the need for developing prevention models that
family system training can incorporate.
Findings based on research done by Provencher (1996), report that the adverse
consequences experienced most frequently were strained relationships in the household,
physical and emotional problems of the primary caregiver, the inconsistency in the
primary caregiver’s work performance, and the overall disruption in the lives of other
adults in the household. Laidlaw, Coverdale, Falloon, & Kydd (2002), found that
whether family members physically lived with the ill family member or lived in a
separate dwelling, the stress levels and burden of caregivers living apart were similar to
those who were living together with the ill family members.
A look at an interdisciplinary psychoeducation program yields how families discuss
ways of coping with the patients’ illness in a series of meetings with a social worker, and
they attend workshops led by a team of clinicians and an administrator, who advise them
of current perspectives on the illness and its management and about how to negotiate the
mental health system (Greenberg et al., 1988). This kind of model encompasses several
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facets of the psychosocial network that are most likely to service schizophrenic patients
and their family members. It necessitates the commitment of several of the key probable
advocates for the patients. Advocacy settings should be exposed to the merits of
numerous models of psychoeducation that are didactic, comprehensive, and supportive
in content. These institutional and community-based forums have access to the local,
state, and national agencies/govemments that can channel the pertinent information and
facilitate effective decisions that will positively impact the clientele.
“ Recovery is a philosophy of coping with illness and disability that has as its primary
aim helping a client to achieve the best possible overall life and level of community
functioning possible for that individual. It assumes that every client can improve his or
her situation and life functioning in his or her chosen directions, using his or her unique
set of abilities, even though complete recovery or cure may not occur... it assumes that
ultimately clients are responsible for the degree of recovery sought. Wellness adds a
positive goal and emphasis and the term, Discovery is appropriate for children and
adolescents, who are usually not so much recovering as developing and discovering their
paths in life.” Therefore, a comprehensive expression is, “ Recovery, Wellness &
Discovery” or “ RWD”. Compilation by DBH Recovery Focus Group & Various
Authors (04/01)
“Recovery” is what people with disabilities do. Treatment, case management, and
rehabilitation are what helpers do to facilitate recovery (Anthony, 1991).
Clinic Administrator/Supervisor
I. The overall mission, goals, and objectives of our mental health facilities are that
our staff will encourage each client to :
a.
b.
c.
d.

Have a life and have as much life as they want and can have.
Overcome stigma and feel valuable and worthwhile.
Have good relationships with others.
Be a worthwhile, contributing member of the community.

II. The goals for our staff are:
a) Be creative, use all your skills, and enjoy the work.
b) Feel as if we are making real contributions to the lives of clients.
c) Greater involvement of clients in their own care.
d) Greater involvement of clients in the life of the department and of the clinics.
e) New hope regarding recovery for both clients and families.
f) Empowerment of clients.
g) Taking seriously what clients want for their lives.
h) Understanding the uniqueness and potential of each client.
i) Accepting the unique recovery path of each client.
j) Treating clients and families with respect
k) Creating more opportunities for clients.
1) Helping with basic resource needs.
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III. Questions, answers, and discussion
Psychiatrist/Neuro-Psychologist/Psychiatric Nurse/Technician/Medical
Doctor/Pharmacist/Exercise Physiologist/Emergencv Personnel
I. The responsibilities of the recovering individual include:
A. believe that RWD is possible
B. develop and maintain hope for one’s recovery and wellness
C. be willing to try and to take risks
D. develop an understanding of one’s problems, and make adaptive choices
for the future
E. if it helps to do so, recognize and refine one’s spirituality
F. seek empowerment and become empowered
G. take personal responsibility for RWD
H. seek one’s own unique path in RWD
I. if it helps to do so, accept that one has an illness, without guilt, shame,
fault, or blame or, if it helps to do so, understand one’s illness as a period
of severe emotional distress that has interrupted one’s role in society
J. accept oneself as OK, with all of one’s strengths and limitations
K. seek and insist on dignity, respect, and self-determination
L. be open to any sources and modalities of help, including those that are
culturally related
M. be open to any sources and modalities of help, including those that are
culturally related
N. develop and implement an RWD plan, with appropriate goals
O. lean RWD skills and other coping skills, including relapse prevention
P. practice stress management and reduction
Q. take care of one’s health needs (i.e. medication compliance, diet, exercise,
etc.)
R. recognize the value of support, develop a personal support system, and
benefit from the input and support of others, including peers, family,
helpers, and organizations
S. become an active and assertive participant in choosing one’s goals,
directions, plans, and services
T. provide hope and support to others
U. help others to set up natural supports for their lives
V. address and overcome issues of stigma, discrimination, self-criticism, and
self-rejection
W. seek enhancement of or re-establishment in social roles, self-management
skills, and control of major decisions, as culturally appropriate
X. develop satisfying relationships
Y. learn to recognize and manage symptoms
Z. set and reach appropriate goals
AA. make contributions to one’s community, through gainful employment, volunteer
work, or other contributions
BB. seek training and education, for the purpose of obtaining one’s goals
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CC. obtain adequate housing
II. Questions, answers, and discussion
Rehabilitation Coordinator/Communitv Rep/Education Rep/Family Member
I. Weisburd (1992), documents the perceptions and experiences of people who have
had chronic mental illnesses and it is summarized in the following assumptions
(Anthony,1991):
A. Recovery can happen without professional intervention.
“ The task of professionals is to facilitate recovery; the task of
consumers is to recover. People who are in touch with their own
recovery can help others through the process. Self-help groups,
families, and friends are the best examples. There are many paths to
recovery”.
B. People who support the person in need of recovery.
“People who are recovering talk about the people who believed in
them when they did not even believe in themselves, who encouraged
their stand when nothing seemed to be making sense. Recovery is a
deeply human experience, facilitated by the deeply human responses
of others”.
C. A personal “vision” of recovery.
“Recovery may occur whether one views the illness as biological or
not. Adopting a recovery vision does not commit one to either
position of the use or nonuse of medical interventions”.
D. Recovery can happen even though mental health symptoms
reoccur.
“ Individuals who experience intense psychiatric symptoms
episodically can also recover”.
E. Symptoms change in frequency and duration during the
recovery process.
“ As one recovers, the symptom frequency and duration appear to
have been changed for the better. Symptoms interfere with
functioning less often and for briefer periods of time”.
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F. Recovery involves fluctuations in degrees of change, growth
and setbacks.
There will be periods of intense feelings that are overwhelming and
other times when a certain “lull” will feel like the norm. “The
recovery process feels anything but systematic and planned”.
G. The consequences of the mental illness are sometimes more
challenging than the mental illness itself.
“An inability to perform valued tasks and roles, and the resultant loss
of self-esteem, are significant barriers to recovery”.
H. Recovery from mental illness does not mean that one never
really had a mental illness.
“People who have or are recovering from mental illness are sources
of knowledge about the recovery process and how people can be
helpful to those who are recovering”.
II. Questions, answers, and discussion
Community Services Officer-San Bernardino Police
Bill to Reduce Criminalization of Mental Illness
NAMI Applauds Visionary Bill to Reduce Criminalization of Mental Illness.
Your Advocacy is Needed to Achieve Passage!
As public resources for treatment and services for individuals with mental illnesses
shrink, the use of adult jails and prisons and juvenile justice facilities as de-facto
"psychiatric treatment programs" grows. On June 5, 2003, identical bills were introduced
in the U.S. Senate and House of Representatives to reverse this disturbing and shameful
trend. The "Mentally Ill Offender Treatment and Crime Reduction Act of 2003" would
authorize new federal funds for jail diversion programs for adults with serious mental
illnesses and juveniles with serious emotional disturbances, treatment programs for
individuals who are incarcerated, and services to aid people transitioning back into the
community.
The Senate bill (S. 1194) was introduced by Senator Mike DeWine (R-Ohio) and co
sponsored by Senators Patrick Leahy (D-Vermont), Charles Grassley (R-Iowa), Maria
Cantwell (D-Washington) and Pete Domenici (R-New Mexico). The House bill (HR
2387) was introduced by Representative Ted Strickland (D- Ohio). The collaboration
between Senator DeWine and Representative Strickland is the continuation of a
partnership that first occurred when the two worked together to pass federal legislation
authorizing Mental Health Courts in 2000.
The "Mentally Ill Offender Treatment and Crime Reduction Act of 2003" would
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authorize $100 million to establish a grant program at the U.S. Department of Justice that
can be used by states and communities to:
* Create jail diversion programs;
* Provide treatment to adults with serious mental illness and juveniles with serious
emotional disturbance who are incarcerated;
* Fund cross-training of criminal justice, law enforcement, court and mental health
personnel; and
* Provide mental health services to individuals with serious mental illnesses upon reentry
into the community.
In recognition that programs authorized by this bill will require extensive cooperation
among agencies, providers and stakeholders, S. 1194 and HR 2387 requires successful
applicants for grants to demonstrate the involvement of multiple stakeholders, including
mental health, criminal or juvenile justice agencies, consumers, family members, and
others in all planning and implementation activities.
At a press conference announcing introduction of this bill, Tom Lane, Director of
NAMI's Office of Consumer Affairs, spoke about how the services available through this
legislation could have helped him. "Five years ago, I was in crisis, suicidal, and in
desperate need of access to mental health services," Lane explained. "I got a law
enforcement response, not a mental health response. What I needed was help from the
mental health system, not entanglement with the criminal justice system. There simply
were no alternatives available at that time. This bill will create alternatives."
ACTION NEEDED:
Additional sponsors are needed for both the Senate and House bills - as many as possible.
Therefore, please contact your U.S. Senators and your Congressman or Congresswoman
and urge them to co-sponsor S. 1194 or HR 2387. If you are a constituent of Senators
DeWine, Leahy, Grassley, Cantwell, or Domenici, please contact them and thank them
for their leadership. Please urge your friends to make these calls as well. All Senators and
House members can be reached by calling the Capitol Switchboard toll free at 1-800-8395276 or at 202-224-3121 or online at www.congress.org.
Talking Points:
When urging your Senator(s) and Representative to support S 1194/HR 2387, you may
consider making the following points.
* More than 16% of adults incarcerated in U.S. jails and prisons have a mental illness,
and approximately 20 % of youth in juvenile justice systems have serious mental
illnesses. A significant number of these individuals have co- occurring mental illnesses
and substance abuse disorders. Most of these individuals are not hardened or violent
criminals but rather have committed minor offenses that are a direct consequence of lack
of treatment and services.
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* The provision of treatment, rehabilitation, and support services have proven
effectiveness in preventing additional criminal justice involvement and reducing
recidivism among low-level offenders with mental illnesses or co- occurring mental
illnesses and substance abuse disorders.
* Targeting resources for jail diversion, mental health/substance treatment, and
community reentry services ultimately frees up law enforcement and criminal justice
personnel to focus on preventing and fighting crime rather than responding to adults or
juveniles with mental illnesses in crisis.
* Collaborations among mental health, substance abuse, law enforcement, criminal
justice, consumers, and family members are already in place in many communities and
have shown to be the most effective way to respond to the needs of adults with serious
mental illnesses and juveniles with serious emotional disturbances in adult and juvenile
corrections facilities, while reducing criminal behaviors among these individuals.
Questions about S. 1194 or HR 2387 should be directed to Ron Honberg,
RonH@nami.org, or Andrew Sperling, Andrew@nami.org.
Thank you for your advocacy in support of this important legislation!
The NAMI E-News is an electronic newsletter delivering the latest in federal action
alerts, legislative and policy updates, and NAMI press releases. Provided free of charge
as a public service, the NAMI E-News is read by more than 16,500 NAMI members,
policymakers, federal and state legislators, media, providers, health care policy experts,
and others interested in improving the lives of individuals with severe mental illnesses
and their families.
Contributions to support the NAMI E-News are welcomed and can be made online
(http://www.nami.org/about/development/index.htm 1); via mail (make check payable to
NAMI and send to NAMI, P.O. Box 79972, Baltimore, MD 21279-0972); or through the
Combined Federal Campaign (CFC #0538).
Currently, NAMI Members number 220,000.
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Conservator/Legal Representative
Lanterman Petris Short (LPS) Conservatorship
What is LPS* Conservatorship?
LPS Conservatorship is a process in which the court appoints a person to make certain
legal decisions for you. This person is called a conservator. Your conservator can make
decisions like whether you can start or stop taking psychiatric medications, accept other
medical treatment, manage your money and decide where to live. When you are on
conservatorship, the court may limit your right to vote, to enter into contracts, to drive or
to own a firearm. The LPS conservatorship can last for a maximum of one year at a time,
and can be renewed in court at the end of the year.
When would I be put on conservatorship?
You can be put on a conservatorship if the court believes that you are "gravely disabled"
which means having a mental disorder that keeps you from being able to provide food,
clothing and shelter for yourself.
How does conservatorship get started?
Conservatorship is usually set up while you are in a hospital receiving psychiatric
treatment. If your doctor of person responsible for your care believes that you need to be
put on conservatorship because you have a mental disorder that keeps you from being
able to provide food, clothing and shelter for yourself, he or she may make a
recommendation to the person in the county who does conservatorship investigations. It
is up to the investigator to decide whether or not to request the court to start a
conservatorship.
Not everybody that meets the definition of "gravely disabled" is automatically put on
conservatorship. You must be given a copy of the petition if one is filed, and told the time
of the conservatorship hearing in court.
Here are some things you can do to not be put on conservatorship:
It is important that you have a place to stay, and a way of getting food and clothes to stay
off conservatorship. You don't have to own your own home or have your own apartment
to prove you have a place to live. Even if another person, such as a friend or relative, is
willing to give you a place to stay, this can help you beat the conservatorship. Some
people even find that good use of community resources such as food closets and
community shelters can help them stay off conservatorship. If you have a good doctor or
therapist in the community, it may be helpful to get them to testify for you on your
behalf. Discuss with your lawyer the possibility of having the court appoint an
independent psychiatrist separate from the hospital to evaluate you and to give another
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opinion as to whether you really need conservatorship.
What are my rights to challenge being put on conservatorship?
You have the right to:
n^jFree legal representation - The court will appoint an attorney to represent you free of
charge if you cannot afford to hire your own lawyer. You and your lawyer also have
the right to "subpoena" witnesses, which means requiring people who might have
something helpful to say to come to court and testify for you.
[jJJury trial - Most conservatorships begin with a hearing before a judge. However, if you
want your case to be decided by a jury, you have that right. The law even gives you the
right to have a hearing, and if you lose, then a jury trial. This jury trial is not automatic.
You must request the jury trial within five days after the hearing. Discuss this with
your lawyer.
[YjProof beyond reasonable doubt - This is the highest standard of proof the law has. It is
the same standard of proof applied in criminal cases.

How should I prepare myself for court?
Dress as neatly as possible. Even if you disagree and feel angry about what might be said
about you in court, it is important to remain calm. Be ready to explain in court how you
will be able to take care of your basic needs, including having food, clothes and a place to
live. If you know someone who will testify on your behalf, especially by helping you
with food, clothing and a place to stay, try to make sure they will show up in court for
your hearing.
If I am put on conservatorship, who may act as my conservator?
Your conservator can be a friend or a family member. You may nominate who you would
like to be your conservator, although the judge decides who to pick. If the court finds no
other person or agency able to serve as your conservator, the court will appoint your
county public guardian as your conservator.
What is temporary conservatorship?
If you are in the hospital, and are on a 14-day hold, at the end of the
hold, you may be put on a temporary conservatorship for 30 days. To put you on
temporary conservatorship, the court must believe that you are "gravely disabled," and
may restrict some of your rights, like the right to
refuse medications, to choose a place to live, etc. You are supposed to
receive notice before the temporary conservatorship is established, but often people don't
learn they are on temporary conservatorship until after they have been put on it.
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How can I challenge a temporary conservatorship?
If you know ahead of time that you are being considered for a temporary
conservatorship, you can try to demonstrate that you do not fit the definition of "gravely
disabled." You can do this by showing that you will be able to secure food, clothing and
shelter. If possible, try to demonstrate these things to your and/or social worker, so that
they may decide not to put you on conservatorship.
If I am put on a conservatorship, do I lose all my rights?
No. The law specifically states that if you are in the hospital under
conservatorship, you have the same rights as other people to wear your
own clothes, to make confidential phone calls, to receive unopened
correspondence, to have visitors daily, to have individual storage space, to keep
reasonable amounts of your own money for canteen expenses, and other rights. Your
conservator does not have the power to restrict or limit these rights in any way. You also
have the right to be involved in your treatment plan, and in placement decisions. If you
feel you have been forced to live in a place that is too restrictive for your needs, or in the
conservator has been given too much power over your life, you can ask for a special
hearing in court to review these things.
How do I get off conservatorship?
[^Rehearing: Even if you lose your conservatorship hearing or trial, there are things you
can do. First, you may apply for a "rehearing" to try to show the judge that you are no
longer "gravely disabled." However, once you have had one rehearing, you may not
request another one for another six months.
[^]Writ of habeas corpus: The United States Constitution allows anyone who believes
they are being held illegally by the government (including by a conservator) to file a
"writ of habeas corpus" to challenge the confinement. There is also a special law in
California that allows any state hospital patient to file a writ. Ask your lawyer or
advocate for assistance.
[^Challenge reestablishment: If you have been on conservatorship for a whole year, the
county must decide whether to drop the conservatorship, or as the court to "reestablish"
it. If the county decides to reestablish your conservatorship, you may challenge it
and ask for a trial again before a judge or a jury.

If you have any questions, contact your county Patients Rights Advocate:
Office of Patients' Rights
100 Howe Avenue, Suite 240
Sacramento, CA 95825
(916) 575-1610
Toll free 1-800-254-5166
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Protection & Advocacy, Inc. (PAI)
Toll free 1-800-776-5746
Central Office
100 Howe Avenue, Suite 185N
Sacramento, CA 95825
(916) 488-9950
Bay Area Office
433 Hegenberger Road, Suite 220
Oakland, CA 94621
(510) 430-8033
Los Angeles Office
3580 Wilshire Blvd., Suite 902
Los Angeles, CA 90010
(213) 427-8747

* LPS stands for Lanterman, Petris and Short, the three senators who passed California's
mental health conservatorship laws.

PAI #5225.01 April 2000
NAMI-SCC draft of letter to the Santa Cruz County Board of Supervisors asking for that
they provide legal assistance for setting up an LPS conservatorship for those with
insufficient funds to hire a private attorney.
Additional information on Conservatorships
An example of conservatorship

II. Questions, answers, and discussion
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Financial Planner/Counselor
Taking charge on a low income
If you use credit cards, owe money on a loan, or are paying off a home mortgage, you are
a debtor. For most American families, debt is an ever present state in which, although the
source of the debt may change from time to time, the charted course dictated by debt
remains the same: work in order to receive funds that will go to pay for accumulated
debt. Although most American families do not like debt and wish they were out of debt,
they generally choose to go deeper into debt rather than take the necessary disciplinary
steps to get out of debt. This continued debt process causes financial discomfort for most
families that live with debt; but, for the low income family, it can be devastating.
Regardless of the debt load a family maintains I feel that the best method for debt
elimination is to: (1) transfer ownership of every possession to God; (2) give the Lord His
part first, the tithe from gross salary; (3) allow no more debt (no bank or family loans and
cut up the credit cards); (4) develop a realistic balanced budget that will allow every
creditor to receive as much as possible; and (5) start retiring the debt, beginning with the
highest interest debt first. If all of them are high interest, pay the one with the smallest
balance first. Once the smallest is paid off, put all the available money on the next, and so
on. Generally speaking, if these steps are followed, the average family will be debt free in
less than five years.1 However, if the family is trying to exist on a low income, these five
steps may be difficult to follow, especially step (3) allow no more debt and (4) develop a
budget.
Developing a budget
When a family is trying to live on an inadequate income, they must develop a budget that
is as non-indulgent as possible, control their spending very carefully, and live within the
established budget guidelines. Although it might be very frustrating, wondering how to
develop a budget when there doesn’t seem to be enough money to make ends meet, I
believe that a budget is even more important for families with inadequate incomes. This
budget should help to determine what kind of home you can afford, what kind of car you
can drive, how much insurance you should have—even what kind of clothes you buy.
This is where the practical (budget) merges with the spiritual (faith).
It may be very hard at first to make the budget work, because people with low incomes
are often having to play catch-up and do not have the funds to set aside for the various
budget categories. But, don’t give up. It can take as much as a year for a family with an
inadequate income to get on solid ground with a budget, but disciplined use of a budget
will eventually pay off. As you chip away at it, bit by bit, God will honor your obedience.
If a family on an inadequate income adheres to a budget and is still struggling, they might
want to get some help and encouragement from one of Crown Financial Ministries’
volunteer budget counselors. To leam more about Crown Financial Ministries’ budget
counselors, please visit http://www.crown,org/LocalChurch/Counseling/Budget,asp.
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If after establishing a budget and consulting with one of Crown’s volunteer budget
counselors a family still cannot cover basic living expenses, they might need to share
their needs with their church (see 2 Corinthians 8:14, 9:13). The family may need only
temporary help from their brothers and sisters in Christ, but if they have a legitimate need
they should feel free to share it with their church.
Families with inadequate incomes usually make purchase and lifestyle decisions based on
two incomes, and the loss or reduction of one income throws the budget completely out
of balance. For this reason I encourage families to develop a budget based on the
husband’s income only because all too often the wife’s income is interrupted by illness,
pregnancy, or a change in the husband’s employment location. The wife’s income should
be applied to one-time purchases only, such as vacations, furniture, cars, or to savings or
debt reduction. 2 Although it is difficult to live on one income, if the husband and wife
pray together and seek God’s wisdom and direction, many problems usually associated
with changes in income can be avoided. “The mind of man plans his way, but the Lord
directs his steps” (Proverbs 16:9).
Allow no more debt
It is best for a family in debt to run toward their creditors, not away from them, especially
if the family is living on an inadequate income. It is difficult to negotiate with a creditor
that has been ignored. Most creditors respond best to a specific request that is backed by
a detailed plan in writing. So, the family in debt should send to each creditor a financial
statement showing how much is owed to each creditor and how much income is available
for debt payments, a copy of the family budget, and a detailed repayment plan, showing
the creditors exactly how much the family is able to pay each month.3 The family then
needs to be faithful to its vows and be consistent in repayments to the creditors.
This repayment plan will work only if the family with an inadequate income exercises
discipline in spending. In order to establish discipline in spending, I suggest the following
steps.
1. Put all spending under God’s control. With God’s guidance, any bad habit can be
broken.
2. Once spending has been put under God’s control, stick strictly to the established

budget without deviating. Crown’s The Family Financial Workbook is an
excellent budgeting guide.
3. Be accountable to someone for a period of time (at least six months or longer) for

everything that is spent. Ecclesiastes 4:9,10 says, “Two are better than one
because they have a good return for their labor. For if either of them falls, the one
will lift up his companion. But woe to the one who falls when there is not another
to lift him up. ”
4. Establish a “want-to-buy” list. Whenever you think you need to buy something

that is not budgeted, put it on the list. Then wait seven days and find two
additional prices for the same item, to be sure you are getting a good buy. If you
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still want the item after a week has passed, you will have thought about it and will
be getting the best buy on it you can. Finally, you can only have one item on the
list at a time, so if you find a new “want” during the week, you will have to decide
between the two.4
Conclusion
The financial goals of all Christian families is to live within their means. This means that
they spend no more that what the family makes on a monthly basis. Ideally this means to
live on a cash basis and not use credit or borrowed money to provide for their normal
living expenses. It also means the family controls spending and keeps wants, needs, and
desires in their proper relationship. However, when income barely equals outgo, the
family finds itself in a situation in which a decision must be made: make more money or
spend less. If making more money is not a logical or attainable option, the second option,
spending less, must be instituted. This option is best realized when a strict budget and
disciplined spending are maintained.
1 Larry Burkett, “A Guide to Family Budgeting,” Christian Financial Concepts, 1998.
2 Larry Burkett, The Complete Financial Guide for Young Couples, Victor Books, 1993,
pp. 53-55.
3 Larry Burkett, Debt-Free Living, Moody, 1989, pp. 176-177.
4 Larry Burkett, The Complete Guide to Managing Your Money, Inspirational, 1996, p.
113. ^
II. Questions, answers, and discussion
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NAMI Representative-San Bernardino County
NAMI-SCC Mission Statement
Section 1 Purpose: The Alliance for the Mentally Ill of Santa Cruz County (NAMI-SCC)
is a movement of families, friends and individuals dedicated to improving the quality of
life of people affected by serious mental illness and the ultimate eradication of these
diseases.
Section 2. Mission: NAMI-SCC provides support, education, advocacy and promotes
research. We sponsor programs, which draw upon and enhance our strength as a
movement of families, friends and individuals affected by mental illness. We encourage
supportive personal relationships, such as those developed through volunteer time, and
the resources of our membership and community to improve mental health services.
Through peer support groups we help each other by receiving encouragement and
guidance from people who share our experiences. We educate our membership and the
general public on the nature of serious mental illnesses, and encourage people to be
tolerant and understanding of our experiences. We advocate for interests of persons with
psychiatric disabilities by participating in state and national advocacy efforts. Through
our affiliation with national research organizations, we stay informed of current advances
in research and support this research through advocacy and fund raising.
Section 3. Values and Beliefs: We are persuaded by current research that major mental
illnesses such as schizophrenia, bipolar disorder (manic depression), and sever depression
are biologically based brain diseases. At any given point in time approximately 2% of
the population is disabled from a serious mental illness. People that are afflicted come
from all walks of life. Serious mental illness strikes by chance, not by choice.
We know that mental illnesses are treatable, and although there are currently no known
cures, we believe that cures will ultimately be found. We believe that people with mental
illness have as wide a range of interests, talents, and abilities as the population at large.
While mental illnesses are often severely disabling conditions, people can continue to
develop their skills and abilities. We believe that communities ought to respect the
interests and talents of persons with psychiatric disabilities by protecting their civil rights
and providing equal access to community resources.
We believe that the primary purpose of the mental health system should be to serve
people with serious mental illnesses and help them in recovery. We believe that mental
health professionals should work to maximize the independence and autonomy of their
clients. We believe that persons with mental illness deserve decent housing, equal job,
educational and treatment opportunities.

II. Questions, answers, and discussion
Chaplain/Religious Representative
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Spirituality & Religion: Influence on the Health of Patients with Schizophrenia
A Historical Perspective
A significant element of early Christianity was the attempt to “heal” mental illness
through religious practices (Favazza, 1982). Blue-collar and rural Fundamentalists were
primarily associated with these healing practices during the early twentieth century.
Belief in supernatural influences is prevalent in patient’s relatives from urban settings as
well (Kulhara, Avasha & Sharma, 2000). In India, many psychiatric disorders are
attributed to some sort of supernatural phenomenon. A study (Kulhara et al. 2000)
conducted on 40 cases of schizophrenia yielded results that the local community belief in
supernatural magico-religious treatment is very common amongst the key relatives of
patients with schizophrenia. Although these key relatives have received formal
educations, they are convinced that seeking magico-religious treatment is appropriate for
their ill family member and do so on a regular basis.
Before the 1990’s, researchers were hesitant to overtly publish their findings on
religious variables and tended to simply mention them as ad hoc discoveries in their
methods and results sections ( George, Larson, Koenig & McCullough, 2000; Koenig
1998; Larson & Milano, 1997). In the 1990’s, this area of research has began to flourish.
Research initiatives have been launched by the National Institutes of Health (NIH).
Several of the major scientific journals have begun publishing a large quantity of
methodological qualitative studies (Miller & Thoresen, 2003).
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Role of the attending Psychiatrists/Psychologists
Cultural religious beliefs may significantly influence the perceptions of schizophrenia
and any practitioner that engages in treating these patients and their families must
consider these beliefs (Morrison & Thornton, 1999). Culture is a very salient variable in
shaping our developmental process. Health care professionals must be sensitive to this
mechanism and devise a treatment modality that encompasses the culturally enriched
mores of the families involved.
Psychiatrists in the “Christian Psychiatry” movement were assessed as to how religion
influences their clinical practices. Galanter et al. (1991) conducted a survey on
psychiatrists with patients with schizophrenia who were members of the Christian
Medical and Dental Society. The studies suggested that there is a need for more
sensitivity to religion and spirituality on the part of psychiatrists.
Operational Constructs
William James, a secular founder of American psychology, devoted an entire volume
to accommodate his interest in religious experiences (James, 1902, 1961). This volume
contributed considerable influence in the disciplines of theology, philosophy, and
psychology (Barnard, 1997; Hauerwas, 2001). James indicated that “religion” could be
depicted as the “feelings, acts, and experiences of individual men in their solitude... in
relation to whatever they may consider the divine” (p.42). Religions are usually entities
or social institutions that are defined by their particular beliefs, practices, membership
requirements, and mores of social organization (Miller et al. 2003).
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Spirituality and religion can both be construed as “latent constructs” (Miller et al. 2003).
These are much intertwined phenomena that are not mutually exclusive nor dichotomous
(Larson et al. 1998; Pargament, 1997). However, there are distinguishable features to
these two constructs that aid in more accurate assessment. Unfortunately, most of the
empirical studies to date have not recognized the distinctions and combine religion and
spirituality together. Currently, the available literature lacks studies that are carefully
designed, especially regarding “spirituality”. Its relationship to health has not been
clearly delineated (Thoresen & Harris, 2002).
An Empirical Look
Religiosity and spirituality have been empirically linked to one’s mental as well as
physical health and behavior. Access to religious resources has been found to assist,
guide, and/or direct a person’s propensity to cope with stressful illnesses (Cole &
Pargament, 1999; Dein & Stygal, 1997; Koenig, 1997; Pargament, 1997; Pargament,
Smith, Koenig & Perez, 1998; Brady, Peterman, Fitchett, Mo. & Celia, 1999; Ehman et
al, 1999; Roberts, Brown, Elkins, & Larson, 1997). Many patients have indicated that
they prefer that their health caregivers incorporate their religious beliefs in the treatment
modality, especially those who attend some sort of religious service on a regular basis
(Daaleman & Nease, 1994; Ehman, Ott, Short, Ciampa & Hansen-Flaschen, 1999; King
& Bushwick, 1994).
Approximately 95% of the American population attests to a belief in God or some type
of higher order super natural being. In the past fifty years, the percentage of believers has
never fallen below 90% (Gallup & Lindsay, 1999). About 67 % - 75 % purport to pray
on a daily basis (Gallup & Lindsay et al., 1999). During 1998, Gallup polls indicated that
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60% of Americans reported that religion is a very significant factor in their lives (Gallup
& Lindsay et ah, 1999). Greater than 4 out of 5 people (82%) surveyed in 1998
expressed the need for personal spiritual enlightenment which is an increase of 24% in
just a 4 year period (Gallup & Lindsay, 1999; Myer, 2000). Overall, there has been a
marked increase in people confessing their concern for spiritual matters (Gallup & Jones,
2000).

One of the more credible approaches to conducting empirical research on spirituality
and religion is the “Levels-of-Evidence Approach” (Davoli & Ferri, 2000). This
approach requires researchers to review several studies and compare them based on the
levels-of-evidence strategy in summarizing the recent scientific evidence in their area of
review. Presumably, this is a much more standardized way of assessing highly abstract
material such as the effects of spirituality on mental health. It is another form of
hypothesis-testing and evaluating data for more specific propositions.
Statistical Parameters
Different conclusions can be reached based on the qualitative or meta-analytic strategy
used to gamer information (Miller et al. 2003). A more conservative approach is the
“unique variance approach” utilized by Powell et al. (2003). This approach focuses on
risk and protective factors. The researchers partial out the shared variance of
religiousness and all of the currently accepted risk factors. Based on the findings, the
researchers concluded that religiousness is a protective risk factor (Koenig et al., 2000;
Oman & Reed, 1998).
A unique various approach does not account for possible causal relationships among
the variables that share common variance. Therefore, researchers must think in terms of
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causal links embedded in these relationships (Miller et ah 2003). In fact, in a regression
equation, Thoresen & Harris (in press) postulate that the unique order by which the
predictors are entered in highly determines the outcome. Spirituality as a causal
determinant in the reduction of schizophrenic symptoms can be empirically tested as long
as the statistical analysis is conducted in an unbiased manner including which variables
are covaried out and in what particular order.
Religion/Spirituality/Delusions?
Puri et al. (2001) describes the first neuroimaging study of the specific criterion of
religious delusions in schizophrenia. The single-positron emission computed
tomography (SPECT) and positron emission tomography (PET) offer viable
neuroimaging measures for examining disturbances of brain activity in many disorders of
a psychiatric nature. Puri concedes that though the ability to capture these images is
promising, the diagnosis of schizophrenia is still so heterogeneous until this limits the
credibility of the studies. The left temporal overactivation and the reduced occipital
uptake on the left side suggest that any religious ideation is depicted in these areas of the
brain. The question as to whether it is a delusion or not is still very controversial and
warrants a lot more research to isolate whether what the schizophrenic patients are
experiencing is real or fiction.
Clinical trials are very important in evaluating “religious delusions” (Siddle, Haddock,
Tarrier & Faragher, 2002). These trials can examine whether patients’ delusions are
associated with patients who harm themselves as well as have poorer outcomes from
treatment. Siddle et al. 2002 concluded that religious delusions are quite common in
schizophrenic patients and in comparison with schizophrenic patients that don’t suffer
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from delusions, the delusional schizophrenic patients are more severely sick.
The actual influence of religious activity on the severity of religious delusions is still
undetermined. A study conducted by Getz et al. 2001 indicated that religious affiliation
may influence how often one may experience a religious delusion, especially in
Protestant believers. However, religious affiliation appears to be mutually exclusive of
religious delusions in terms of severity.
Religious Coping
It must be considered what, if any role, religiousness mediates or moderates the
relationship between a mental illness and other factors. Tepper et al. (2001) findings
conclude that religious activities and beliefs are more significant for those persons who
experience severe symptoms (i.e. paranoid schizophrenia, terminal cancer, etc.). In
addition, the results suggested that increased religious activity may be related to fewer
symptoms as well. Albeit, religion may serve as a pervasive and effective method of
coping for patients that suffer from schizophrenia as well as other diseases. Tepper et al.
(2001) concludes that religion should most likely be integrated into the practices of
current psychiatrists as well as psychologists.
Tix & Frazier (1998) examined the effects of religious coping, and the potential
moderation of such effects by religious affiliation (i.e. cognitive restructuring, social
support, perceived control). The results yielded a moderator effect by religious affiliation
such that religious coping was more prevalent in aiding Protestants adjust than for
Catholics. In fact, the religious coping data showed a stronger relationship to adjustment
than anticipated and the results exceeded the proposed mediators. Another study with
impressive results (Rammohan, Rao & Subbakrishna, 2002) indicates that the strength of
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religious beliefs is very germane in helping family members adequately care for and cope
with the stress associated with mentally ill relatives. These results suggest that the role of
religious coping should be seriously considered as a component for family intervention
programming.
One hypothesis that several investigators postulated is the premise that individuals who
are very religious may be more apt to perceive someone else’s adversity (such as being
diagnosed with schizophrenia) as some sort of punishment for previous negative acts or
the lack of self-development (Weisman, 2000). Implications of these findings support the
notion that Mexicans were more religious than their Anglo-American counterparts as
well as more external in their attribution factors. Therefore, Mexicans relative to AngloAmericans were less likely to blame and attribute patients with schizophrenia as being
responsible for their own symptoms.
Discussion/Synthesis
Several varied perspectives of spirituality, religion, and belief in a supernatural power
have been presented. Much of the research has been conducted on patients with
schizophrenia in an attempt to delineate the probable origin(s) of the spiritual
experience(s) reported by the patients. There is physiological evidence (Puri et al. 2001)
to substantiate that there are neuro-anatomical transformations that take place whenever a
person reports experiencing a religious experience. Whether these “experiences” are
clearly delusional in nature or simply out of the realm of human explanation is still
debatable and unsubstantiated. The research firmly establishes that currently there is
insufficient data to claim any empirical precedence of any notoriety to support either
notion.
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A study conducted by Milstein et al. 2000 provided empirical evidence for construct
validity of the new DSM-IV category religious or spiritual problem (V62.89). Two
hundred and one Rabbis and Psychologists randomly provided evaluations of three
vignettes: schizophrenia, mystical experience, and mourning. The Rabbis and
Psychologists distinguished between the three distinct categories and reached a consensus
about the severity of the presenting problems. The V code permits usage of a more subtle
distinction among the varied problems that patients present to clergy as well as their
mental health professionals. These distinctions are foundational in establishing
collaborative consultation amongst mental health professionals.
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and Multiple Personalities and Coping Styles in these
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Appendix 10

The Education Seminar will be held at the following location:

Redlands Community Hospital
3 5 0 Terracina B1vd.
Redlands, CA 92373
Conference Center # 3 and 4
(909) 225-5500 OR (760) 954-4240 (Judith’s Cell)
Monday, October 27, 2003
6:00pm (Dinner served promptly)
From Interstate 10:
(East or West)

Exit California Street (Right - South)
Go to Barton Road (Left - East)
Go to Terracina Blvd. (Right-south)
Go down Terracina 1 mile and park in the visitors’
Lot on the right side. Go to main doors and turn
Right and go to the end of the hallway. Turn
Left and enter the conference center
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Appendix 11

Loma Linda University
GRADUATE RESEARCH
Education Seminar Schedule
(Monday, October 27, 2003)
(6:00 pm - 9:00 pm)

Presenters

Time

Itinerary

6:00-6:10

Acknowledgements & Orientation

Ms. Judith Watiti

6:10-6:30

Religious Representative

Pastor T. Mzizi, MA

6:30-6:50

Psychiatrist

Dr. Multani, MD

6:50-7:10

Financial Planner

Darryl Peters, BS

7:10-7:30

Hospital/Clinic Administrator

Leslie Stemen,

7:30-7:50

Family Member

Jim Straight, BS

7:50-8:10

Rehabilitation Representative

Jim Moore, BA

8:10-8:30

Exercise Physiologist

Ron Douglas, MS

8:30-8:50

Law Enforcement

CSO Gary Jacobs

8:50-9:10

Psychiatric Nurse

Ms. Blackston, MSN

9:10-9:30

Neuro-Psychologist

Dr. A. Brandon, Phd
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FORMAT
Time

Presentation

10 minutes

Each presenter will offer their presentation
*(i.e. introduction, lecture, group exercises)

10 minutes

Each presenter will address any
** questions/comments/concems

* Each presenter will bring related pamphlets, brochures, flyers, newsletters, e-mail addresses,
websites, mailing lists, business cards, etc.
** Each presenter will share information regarding related referral sources, services, support
groups, and resources

A Light Dinner will be served promptly at 6:00p.m. Menu Items will include:

Tandoori Chicken, Vegetable Byriani Rice, Vegetable Pakoras,
Samosas, Salad, Dessert, and Punch

